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PREFACE 

It is with the greatest of pleasure and satisfaction 
that I accept the invitation to preface this Obstetrics 
nd Gynecology Supplement. It is a pleasure because 
| sincerely believe the Supplement to be of definite 
value in furthering this specialty, in acknowledging 
he efforts of those contributing, and in stimulating 
‘he investigation and interest of every practicing os- 
eopathic physician. It is a satisfaction because I 
-ealize that, through the strenuous efforts of sincere 
ndividuals, those with special ability in the diagnosis 
nd treatment of diseases of women and in the care 
£ women during pregnancy, parturition, and the post- 
,artum period are receiving the recognition their work 
.o well deserves. 

Since the inception of the American College of 
)steopathic Obstetricians physicians of like interests 
have, through the College, found a common meeting 
rround. In 1948, because of the obvious need for 
isteopathic advancement in the specialty of gynecology, 
the American College of Osteopathic Obstetricians 
became, by change of charter, the American College 
of Osteopathic Obstetricians and Gynecologists. 

The present designation is a name to be proud 
of and to cherish, thus furthering the advancement 
of the two allied fields by individual effort and by the 
coalescence of the efforts of all and thus promoting 
better and still better diagnosis and treatment. Because 
of tremendous responsibility to the public and to na- 
tional and local organizations and in order to merit 
the honor of recognition as specialists, I sincerely be- 
lieve that we as a College must prove ourselves worthy 
by a never-ceasing effort to give of our specialized 
knowledge. To teach is to learn, and from each ques- 
tion comes an answer that is a satisfaction if well- 
founded in truth and experience. 

The American College of Osteopathic Obstetri- 
cians and Gynecologists must erase from the minds 
of the general practitioner any misapprehension that 
specialization removes members from the ranks. On 
the contrary, any special abilities that members of the 
College may develop because of experience, study, or 
opportunity must be offered with sincerity to each 
who asks it. To give of what we have is to approxi- 
mate in a small way the original concept of osteopathy ; 
in so giving we gain, both as individuals and as osteo- 
pathic obstetricians and gynecologists. 

Again I say to you that it is with pleasure and 
satisfaction that I acknowledge the privilege of prefac- 
ing this Supplement—a contribution of the American 
College of Osteopathic Obstetricians and Gynecologists 
to all osteopathic physicians. 

Dette A. NewMAN, D.O., F.A.C.O.O., President 


American College of Osteopathic Obstetricians and Gynecologists 


FOREWORD TO THE OBSTETRICS AND 
GYNECOLOGY SUPPLEMENT 


The following pages have been arranged by the 
Editorial Committee of the American College of Osteo- 


pathic Obstetricians and Gynecologists. This is our 
second supplement, the first having appeared in these 
columns July, 1948. 

Weare happy to report that we have adequate good 
material from which to choose technical articles. Also 
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we do appreciate the cooperation extended us from 
various sources, especially that of Katherine Becker, 
Acting Editor of THE JOURNAL. 


We take keen pleasure in presenting a symposium, 
“Osteopathic Obstetrics,” which has been arranged by 
five authors; especially are we proud to use the sig- 
nificant and timely statements which Dr. Louisa Burns 
has prepared for this particular purpose. Her valu- 
able conclusions, based on long years of practice as 
well as her illustrious research work, so well set forth 
the place of osteopathic therapy in maintaining “in- 
tegrity of the human body” that it encourages and 
challenges our practitioners whether they are engaged 
in general or specialty practice. 

Following Dr. Burns’ introduction there are pre- 
sented the clinical observations and experiences of four 
men working in the field of obstetrics and gynecology 
which focus attention on what our specialty college 
wishes to convey to our readers—that there is more 
time and attention devoted to osteopathic phases of 
patient care than we sometimes record in our writings, 
and that there is need for still greater application of 
the evaluation of mechanics of the body and correction 
of mechanical faults by mechanical principles, including 
osteopathic manipulative therapy. 

For various reasons, chief of which is a lack of time, 
too few maternity patients under the care of osteopathic 
physicians are receiving the best care that these physi- 
cians are capable of giving. Whether the physician is 
an obstetrical specialist or a general practitioner, preg- 
nant women who place themselves under his care are 
deserving of that care. According to Lloyd C. Woody, 
“Osteopathy holds many of the answers to efficient 
and correct management of obstetrical cases .. . 


Edward W. Milum shares this enthusiasm for ben- 
efits of osteopathic care in obstetrics and relates his 
method of approach to and management of cases. He 
is to be congratulated that in these busy, tiring days he 
sees fit to give his patients benefit of what he con- 
siders improved methods, though it exacts time and 
effort which he could conserve if he were less vitally 
interested in his patients. 


In dealing with one of the most hazardous and dis- 
tressing complications of pregnancy, Garry W. Taylor 
points out the rationale of osteopathic therapy and em- 
phasizes its efficiency in management of hyperemesis 
gravidarum. 

James H. McCormick presents conclusions based 
upon x-ray study of the female pelvis from an obstet- 
rician’s viewpoint. He has epitomized extensive ma- 
terial for this supplement and the Editorial Committee 
of the College are encouraging him to continue his 
work on this splendid phase of osteopathic obstetrics. 
He writes under the interesting title of, “Some Varia- 
tions Can Be Made in the ‘Obstetrical Workshop’.” 

George R. Simpson offers a discussion of endome- 
triosis, a condition which is gradually becoming better 
known and which commands increasing interest and 
continues to challenge diagnostic acumen, This article 
affords solution to several perplexing questions about 
this pathological entity, which is observed by obstet- 
ricians and gynecologists with increasing frequency 
as we better inform ourselves and enlist the help of 
pathologists. 

Maxwell N. Greenhouse, citing causes of neonatal 
asphyxia, focuses attention on many conditions occur- 
ring during labor and delivery that could be avoided, 
thus giving the newborn infant a better chance to con- 
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tinue life. Of newborn deaths, many investigators 
attribute one-half to asphyxia neonatorum. 

Julian Lansing Mines has compiled an admirable 
resume of the agents available for the relief of pain 
that can be and are given to the parturient. Every 
physician practicing obstetrics or administering the 
anesthetic agent should be cognizant of the effects of 
the drugs used. We must emphasize—the agents are 
given to the patient, not taken by the patient. 

Robert Ie. Sowers makes available a most interest- 
ing treatise on the physiology of advantageous changes 
that result from early ambulation of obstetrical patients. 
His conclusions agree with observations which have 
been made by authorities on obstetrics and surgery. 

D. Clinton Bennett has arranged a comprehensive 
digest of endocrine therapeutics and a resume of the 


SYMPOSIUM: OSTEOPATHIC OBSTETRICS 


Journal A.O.A 
Vol. 48, No. 11 
clinical application of endocrine preparations in several 
troublesome obstetrical and gynecological conditions. 

Thomas R. Tull provides this supplement with a 
“trick of the trade.” Many physicians have developed 
such improvements which, if they were made avail- 
able, would contribute largely to the efficiency of other 
osteopathic physicians. We encourage additional con- 
tributions. 

C. J. Mount, III, discusses that distressing compli- 
cation of pregnancy and labor, hydrocephalus. He re- 
views the opinion of obstetrical authorities concerning 
management and presents a case history. 


Editorial Committee 


Marcaret Jones, D.O., F.A.C.0.0., CHAIRMAN 
Lester EISENBERG, D.O. 


Symposium: Osteopathic Obstetrics 
Osteopathic Unity 


LOUISA BURNS, D.O., M. Se. 


From Hippocrates to Still, the unity and the in- 
tegrity of the human body and all its parts have been 
emphasized by physicians, philosophers, and other 
students of mankind. 


Early osteopathic practice covered the needs of all 
ailing bodies. At that time all specialists were medic- 
ally trained; hence they were anathema to many of us, 
and we were beyond the pale so far as they were con- 
cerned. Perforce we treated patients with cataracts ; 
early cases finally showed clear lenses; we were dis- 
appointed because old cataracts persisted. We treated 


pregnant women, and found that they produced better 
babies after shorter labor with fewer lacerations and a 
lower death rate than did their neighbors. 
recognize irreversible pathology ; 
incurable” 


We did not 
we treated patients 
diseases ; many of them recovered. 


with 


The words “osteopathic management” do not mean 
hastily administered osteopathic manipulative treatment 
of the expectant mother two or three times during her 
pregnancy, but rather a thorough and _ systematic 
study of her case, correction of any structural or pos- 
tural defects found, and regular specific osteopathic 
manipulative treatments administered at each prenatal 
visit, preferably at intervals of 2 to 3 weeks and more 
often if deemed necessary by the physician in charge. 

Until a few decades ago, the expectant mother 
was just another woman who (barring accidents and 
misfortunes during the time of her pregn: ancy) would 
reproduce when the time arrived. This day is rapidly 
passing as physicians are taking more time and exert- 
ing more effort to see that everything goes along as 
smoothly as possible with the patient. Consequently 
they are on the alert for trouble before it arises or 
gets out of control. So-called “child-bed fever” has 
definitely decreased since the introduction of aseptic 


Los Angeles 


Osteopathic Management of the Obstetrical Case 


LLOYD C. WOODY, D.O. 
Dallas, Tex. 


In later years we developed our own specialists. 
Necessarily they were first trained under medical aus- 
pices, and often they forgot the unity of the body, as 
specialists so often do in any field of activity. Nowa- 
days, all of us are witnessing a revitalization of belief 
in the integrity and unity of living tissues. 

For good livisig every organ needs the cooperation 
of every other organ. For a return to good living, 
every ailing tissue requires the integrity of the nervous 
system, the circulation of good blood, the cooperation 
of all other tissues. 

For good professional living, every osteopathic 
physician needs the integrity of clear thinking, the 
circulation of good new views, the protection of facts 
based on scientific experiment and coordinated clinical 
expe rience. 


1738 Sichel St. 


modern bactericides. 


technics and 
made fewer by the use of radiographic examination, 


Long labors are 


cesarean section, and forceps application. Medical 
science is now striving towards shorter labor periods 
with complete alleviation of the pain resulting from 
uterine contractions at parturition. 

This paper will attempt to show by means of a 
series of unselected cases that osteopathic management 
is fulfilling one of the above criteria—that of decreasing 
the duration of the first, second, and third stages of 
labor. 

The female pelvis is an irregular ring of bon 
which transmits the weight from the trunk to the lowe: 
extremities and provides a rigid tract for the birth 
canal. In addition it contains and protects the interna! 
organs of reproduction. One of the most commor 
complaints encountered in gravidae is that of pair 
of a dull nature in the lumbosacral junction. Ther 
may be various causes of this pain: pressure of a: 
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nlarging retroverted uterus, renal pathology, and, 
ost common, a postural shift with anterior tipping 
f the pelvis. One may readily see how a pregnant 
‘tient is prone to develop osteopathic lesions which, 
* uncorrected, may result in pathological changes dur- 
.g the period of pregnancy and a possible permanent 
ostural defect in later life. Furthermore, unless a 
oper balance is maintained the liver, the kidneys, 
ie general nervous system, etc., as well as the unborn 
ild, will suffer. 


In addition to standardized obstetrical training, 
e osteopathic physician has been taught the signifi- 
nce of general and local changes in the pregnant 
‘tient. He reasons from cause to effect and, there- 
ire, the indications for attention to structural integrity 
‘e apparent to him. I have observed that osteopathic 
ianipulative therapy is indicated during pregnancy 
ud that the patients appreciate the relief and the 
ssurance which it affords them, ; 


Manipulative technics- indicated intrapartum are 
ose directed primarily toward keeping the cervical 
rea of the spine relaxed and the maintenance of 
»ressure along the sacral and lumbar areas. The latter 
iffords the patient relief and prevents the tendency 
‘oward tension in the lumbar area which tires the 
patient and invites backaches. 


Osteopathic management should never be con- 
sidered completed with the delivery of the infant. It 
is still the responsibility of the attending physician to 
restore the mother to at least as good physical con- 
dition as she enjoyed before pregnancy occurred. 
With the completion of the third stage of labor the 
puerperal state or puerperium begins. Perfect anatomic 
restoration of the pelvic organs and component parts 
never occurs; the woman carries the evidences of 
childbearing all her life, but it is the duty of the phy- 
sician in charge to strive to achieve as near a normal 
state as possible. 

During the period of pregnancy both local and 
general physiological changes occurred which provided 
for the growth and development of the child. These 
are considered progressive changes. A reverse of these 
changes, a retrogressive phase, occurs in the puer- 
perium. The skeletal system tends to return to the 
normal state. As stated in previous discussion there 
occurs during pregnancy a generalized shift in the 
weight-bearing portions of the skeletal system. This 
occurs gradually as the pregnancy progresses and the 
uterus and its contents increase in both size and weight. 
There occurs a softening of the pelvic articular joints 
to allow the enlargement of the pelvic ring and the 
expulsion of the child. After delivery the retrogressive 
shift occurs in a much shorter period. The spinal 
column regains its normal curvature with the line of 
direction shifting from an anterior aspect to a more 
normal line of force. The curve in the small of the 
back loses its prominence and the ligaments and joint 
cartilages undergo a sort of dehydration process 
with resulting hardening. The mobility of the joint 
cartilages also decreases as the hardening process 
progresses. 

Certainly during the period of retrogression, 
which according to physiological standards is likened 
‘o a state of pathological degeneration, osteopathic 
manipulative treatments are an essential aid to the 
body in regaining normal function. Correct and spe- 
‘ific manipulation to the upper thoracic area aids the 
actating mother by increasing the blood supply to 


OSTEOPATHIC MANAGEMENT OF THE OBSTETRICAL CASE—WOODY 


the mammary area and reducing or correcting any 
osteopathic lesions found to be present. Lumbar cor- 
rection is calculated to normalize any osteopathic 
lesions found in a spine attempting to regain a 
nonpregnant state due to the aforementioned dehydra- 
tion process occurring in the pelvic ligaments and 
articulations. 

Many physicians favor a routine of exercises 
performed by the puerperal woman including knee- 
chest position and side-bending motions. These are 
fine in their place but the physician should never rely 
on exercises alone to help patients regain normal pos- 
ture and structural function. 

In a series of 50 consecutive unselected deliveries, 
records were kept by the writer in an attempt to 
ascertain the actual labor time in patients who had 
received regular osteopathic manipulative treatments 
during their pregnancies. It may be stated here that 
the results were very gratifying and encouraging. At 
the time of the patient's first visit to the office the 
procedure was explained; each one cooperated to the 
fullest extent. During the first 6 months of pregnancy 
the patient visited the office at 3-week intervals for 
routine obstetric checkups. From the sixth to the 
eighth month the patient visited the office at 2-week 
intervals for checkups and osteopathic manipulative 
therapy. X-ray examination was made 2 weeks before 
the expected confinement date. During the last month 
of pregnancy the patient received an osteopathic ma- 
nipulative treatment once a week. 

The time of the beginning of labor was arrived 
at in one of two ways; (1) by manual examination 
correlated with the frequency of contractions if the 
patient was in the hospital, or (2) if the patient 
entered the hospital in active labor, by questioning her 
or some member of her family as to the time that 
pains became regular at 15-minute intervals. The end 
of labor was set as the time of delivery of the placenta. 

Of the 50 cases 5 resulted in elective cesarian 
sections and were not considered in compiling the 
statistical results. Of the remaining 45 cases mid 
forceps application was required once and low forceps 
once. There were 5 breech presentations, in all of 
which the infant was delivered by extraction, Nine- 
teen primiparae were delivered with an average labor 
time of 9 hours and 12 minutes, the times ranging 
from 4 hours and 15 minutes to 15 hours and 45 
minutes. Twenty-seven multiparae were delivered with 
an average labor time of 5 hours and 4 minutes with 
labor times ranging from 48 minutes to 12 hours and 
50 minutes. Only one infant death occurred. This 
infant was a twin weighing 3 pounds and 2 ounces 
at birth; the other twin survived. Maternal mortality 
was zero. The above statistical information, I believe, 
when compared with a national average, will help to 
explain the place of osteopathic management in ob- 
stetrics. In this series of unselected cases the duration 
of labor for both primiparae and multiparae averaged 
about 50 per cent of that in mothers not receiving os- 
teopathic care. 

Today there is a constant search being conducted 
to gain the answer to painless childbirth. While this 
paper makes no claim concerning painless childbirth, 
I do mean to state that the process of labor may be 
shortened in a remarkable extent by normalization of 
the body of the gravid patient. 

Furthermore, one of the chief advantages of 
osteopathic manipulative therapy is in encouraging 
normal pelvic girdle motion, which in turn obviates 
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troublesome joint limitations and pains. The freedom 
of motion thus encouraged provides necessary motion 
and accommodation before, during, and following 
labor. Osteopathy holds many of the answers to an 
efficient and correct management of obstetrical cases 
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and it is my sincere hope that more Doctors of Os 
teopathy will apply the principles of their training to 
their patients. The extra care will pay many dividend: 
to the physician and to his patients. 


4845 Gaston Ave. 
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EDWARD W. MILUM, D.O. 
Corona Del Mar, Calif. 


Why should a woman choose an osteopathic ob- 
stetrician? Is there a difference in the applied therapy 
of the osteopathic obstetrician and the allepathic obstet- 
rician? Answers to the second question could furnish 
enough controversial material to fill a book, as it can 
be answered correctly by either “Yes” or “No.” “Yes” 
—because there should be an explicit and decided 
difference in therapy, and “No”—because the majority 
of osteopathic obstetricians are content to mimic M.D. 
obstetricians and do no more for the patients than 
M.D.’s do. Is there more than one correct and suc- 
cessful method to deiiver a baby? I would say, gen- 
erally speaking, that there is not. There are generally 
accepted technics and procedures, as expounded in 
text books, which explain adequately the points of 
parturition. But the actual delivery of the infant has 
been successfully accomplished without the services 
of the physician. I do not advocate this absence of the 
physician but use it to illustrate a point. Let us accept 
for clarification, all things being equal, that in par- 
turition, the osteopathic and allopathic obstetricians 
agree as to proper procedure and technic. This should 
be the only similarity in the treatment of the obstetrical 
patient. 

We, as osteopathic obstetricians, must believe that 
we have more knowledge and ability to facilitate the 
antepartum and postpartum periods than do allopathic 
obstetricians. In the first place, I feel a certain amount 
of satisfaction when a pregnant woman places herself 
in my hands for maternity care. She is thus telling 
me that she believes that I have the ability and knowl- 
edge to deliver for her a normal viable infant and to 
return her to normal health. The patient knows and 
accepts the fact that I, as an obstetrician, am a me- 
chanical assistant to the Supreme Being. To me this 
is a challenge! 

Following a complete physical examination and 
the necessary laboratory tests, what then does the 
osteopathic physician have to offer? This should be 
the moment that the osteopathic obstetrician has been 
waiting for—the beginning of scientific and specific 
osteopathic manipulative therapy. It is not necessary 
to assume an attitude which conveys the impression 
that the physician is thinking, “I am an osteopathic 
obstetrician and you are going to get osteopathic ma- 
nipulative therapy whether you wish it or not.” 
Remember that each patient is an individual and should 
be treated accordingly. The reason for osteopathic 
manipulation must be clearly and thoroughly explained 
to the patient because relatively few women have ex- 
perienced osteopathic manipulation during pregnancy. 


My general approach to this phase of the patient’: 
care requires an early explanation and it is given about 
as follows: 

“Mrs. Blank, pregnancy is not a disease but a 
normal physiological phenomenon for the propagation 
of the race. During the antepartum period, which is 
from the time of conception until the approximate 
9-month growth period is ended, the organs of the 
body undergo certain normal physiological changes 
that are necessary for the continuance of a harmonious 
relationship between you and the baby. For instance, 
increased size and weight are two of the most striking 
changes in the mother during pregnancy. This neces- 
sarily changes the weight-bearing curves of the spinal 
structure. Therefore, most patients assume a military 
attitude, with shoulders thrown back and the lumbar 
curve increased. This unnatural, strained position is 
responsible for much backache and fatigue. The patient 
assumes this position because anteriorly the weight is 
increased and the patient bends backward in order 
to counterbalance the weight and keep her eyes on the 
level of the horizon. 7 

“It is not possible, or advisable, Mrs. Blank, to 
change this position by manipulative procedure but 
relief from pain and fatigue symptoms certainly can 
be obtained by relaxation of the muscles along the 
spine, by normal circumduction of the legs, by spinal 
traction, and by correction of all articular lesions. 
Another location where change is pronounced is the 
pelvis. This is due largely to the increased vascularity 
and softening of the pelvic tissues, especially the pelvic 
articulations, and as a result these structures are en- 
dowed with an extra degree of mobility. Occasionally 
the relaxation is far beyond the normal, so much so 
that it may even prove a cause of distress. This, plus 
pressure due to the increased size of the patient, is 
rather an interesting explanation of the etiology of the 
sacroiliac lesion or low-back strain of pregnancy. Dis- 
turbances of the nervous system are not constant ; the 
degree of imbalance depend’ upon the nervous poise 
of the individual. Gastrointestinal change is one of the 
most constant, as well as most prominent, expressions 
of the influence of pregnancy. Constipation is an im- 
portant gastrointestinal change and is usually due to 
pressure of the pregnant uterus on the colon and 
rectum, and to laxity of the intestinal musculature. 
The liver may become slightly enlarged though there 
is no proof that insufficiency occurs. The heart under- 
goes little, if any, change during a pregnancy. Edema 
may be caused by venous stasis. Respiratory diffi- 


culty is more or less nonpathological. Pregnancy is 
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,ssociated with marked alteration and function of the 
Juetless glands—the thyroid, the parathyroids, the 
idrenals, etc. 

“Mrs. Blank, I have tried to illustrate and explain 
.ome of the normal changes occurring in the body 
luring a pregnancy. I do not expect you, or want 
ou, to remember them. Just remember that they are 
normal physiological changes and are taking place 
egardless of you or of me. | want you to realize 
hat should any of the changes necessitate treatment, 
steopathic manipulative treatment is very effective. 

)steopathic manipulation will help to normalize the 
ody and in no way be injurious.” 

I feel that this type of explanation will erase any 
ears that the patient may have regarding osteopathic 
nanipulation. I know that after a few treatments | 
vill have convificed her that osteopathic manipulation 
s an essential part of antepartum care and that it can 
e given specifically and with comfort and*safety for 
he patient. 

{ do not advocate mtich osteopathic manipulation 
luring the mechanical parturition period. J] assume 
that the patient has been closely watched and guided 
‘io this stage. The backaches, leg cramps, and fetal 
movements are easily forgotten in anticipation of the 
birth of the baby. Occasional soft tissue relaxation to 
the lower back may be given and at the same time 
afford an excellent opportunity to talk to the patient 
and reassure her concerning her favorable progress 
and condition, 

My osteopathic management during the immedi- 
ate postpartum period is enhanced by early ambulation. 
I do not think anyone would debate the assumption 
that walking is an aid to osteopathic manipulation. It 
gives the patient a feeling of independence and well- 
being. There is also quicker and more pronounced 
return to the pre-pregnant state. The patient regains 
her strength faster and invariably goes home feeling 
happier. 
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After antepartum care has been given, the baby 
delivered, and the patient has returned home, she is 
ready for postpartum ambulatory privileges, but she 
is certainly not ready for dismissal from my care. Can 
this care be completed at the 6-week checkup? No, 
unfortunately, the patient cannot return to prepreg- 
nancy normalcy in from 2 to 6 weeks. I have the 
patient come to my office in 2 weeks, bringing her 
baby. If symptoms warrant she is given specific os- 
teopathic manipulative therapy and in addition she 
is given written directions for postpartum exercises 
and an explanation as to why these should be taken. 
The patient is thus given assurance that her doctor 
is still interested in her health and also in the health 
of her baby. 

During the three phases of reproduction | aim to 
correct spinal lesions, I give indicated lymphatic 
stimulation, and I employ suboccipital and sacral pres- 
sures to relieve tensions and facilitate compensatory 
mechanical alterations in body mechanics. 

In conclusion, I wish to make it clear that this 
paper is not based upon the routine therapy and technic 
so ably stated in all the accepted text books on obstet- 
rics, nor is it an accumulation of scientific research, but 
it does include findings, facts, and conditions that have 
presented themselves to me during a period of ob 
stetrical practice, and which I think are important 
enough to bring to the attention of my fellow osteo- 
pathic obstetricians. 

I sincerely hope that this paper will serve to 
emphasize to osteopathic obstetricians that manipula- 
tive therapy is important and necessary for proper 
maternity care. Also | wish to remind the osteopathic 
obstetrician that if he does not take advantage of his 
osteopathic training he should not wonder why ma- 
ternity cases are going to M.D. obstetricians. A/fter all, 
what that is different does the osteopathic obstetrician 
have to offer the pregnant woman but osteopathy ? 


615 Goldenrod St. 


The Osteopathic Management of Nausea 
and Vomiting of Pregnancy 


GARRY W. 
Kansas City, Mo. 


In the busy practice of today we, as osteopathic 
physicians, often fail to give our patients the full value 
of our therapeutic knowledge. Instead we give them 
the same therapy as old-school practitioners and fail 
to impress upon them that we are a separate group 
possessing knowledge of the mechanical structure as 
well as the chemical nature of the human body. 

Nausea and vomiting of pregnancy may be slight 
and sometimes are listed among the sympathetic symp- 
toms. On the other hand they may be severe and lead 
to hyperemesis gravidarum which in turn may neces- 
sitate a therapeutic abortion or lead to death. 

Of vital importance in the diagnosis of nausea 
and vomiting of pregnancy is the separation of the 
neurotic form from the so-called toxemic form. It is 
at this point that osteopathic physicians have an ad- 
vantage. Through osteopathic manipulative treatment 
we can treat the sympathetic symptom as well as the 
pathological toxemic symptoms. The neurotic form of 
vomiting may lead to the toxic form and so cause a 
vicious cycle. In fact a: large percentage of cases 


TAYLOR 


start in this manner. As stated by Pottenger,' “l-mo- 
tional or physical stimuli may disturb the equilibrium 
of the gastrointestinal tract by disturbing the balance 
in any of the normal controls; the ion balance in the 
cells, particularly the K and Ca balance, the hormone 
balance and finally the vegetatiwe nerve balance.” 

Studies of mineral and other food deficiencies, 
of glandular imbalances, of disturbed metabolic en- 
tities, of the extent and role of influences called neu- 
rotic, and of laboratory findings, plus knowledge of 
pathologic conditions which are well demonstrated at 
the autopsy table, must be incorporated in our com- 
prehension of each case of hyperemesis gravidarum. 
Likewise the various scientific and even empirical items 
of care must be utilized in preventive and active care 
of this distressing complication of pregnancy. 

All existing pelvic pathologic conditions should 
be corrected. Sometimes it is necessary to treat cervi- 
citis or vaginitis; other times it may be necessary to 
correct a malposition of the uterus. A uterus lying 
in the cul-de-sac during early pregnancy may cause 


constipation which might lead to toxicity. Constipation 
should be watched and corrected by the use of mild 
laxatives such as Zymenol or milk of magnesia. Tablets 
which contain large doses of thiamine may relieve 
the constipation and they surely will not harm the 
patient. 


So tar there have been listed treatments that may 
be given by old-school practitioners. However, we as 
osteopathic physicians have manipulative therapy 
which in many cases will alleviate symptoms without 
the administration of any medicinal agents. In giving 
any osteopathic manipulative treatment for vomiting 
of pregnancy one should think of the five main patho- 
logic conditions involved and direct treatment toward 
them. 


The first psychologic condition to consider is that 
producing the gastric visceromotor reflex. As has 
already been pointed out, according to Pottenger neu- 
rotic or rather emotional stimuli may disturb the 
equilibrium of the gastrointestinal tract, thus initiating 
a vicious cycle leading to hyperemesis gravidarum. 
Because afferent impulses going back to the cord as 
a result of gastric disturbances are transferred most 
readily to the spinal nerves arising from the fifth to 
the ninth thoracic segments, that area should be given 
special therapeutic attention, with correction of all 
osteopathic lesions. Rib lesions as well as vertebral 
lesions should be corrected. 

The second and third pathologic conditions to be 
considered are those of the liver and gallbladder. The 
liver and gallbladder receive their sympathetic innerva- 
tion from the same segments that supply the stomach. 
However, the cholecystic and hepatic visceromotor 
reflexes manifest themselves in the right rectus muscle 
rather than in the left as in gastric involvement. 
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Pottenger® states, “Stimulation of the sympa- 
thetics contracts or dilates the vessels according to the 
degree and character of the stimulation, thus altering 
the secreting power of the gland.” Stimulation applied 
so as to cause dilation of the blood vessels will in 
turn increase the blood supply, thus increasing the 
speed of detoxification. 

The fourth pathologic condition that must receive 
attention is that of the kidneys. The area involved 
reflexly is that from the sixth lumbar vertebra to the 
first lumbar vertebra. However, special attention 
should be given to the tenth, eleventh, and twelfth 
thoracic segments. 

The fifth pathologic involvement that should re- 
ceive attention is polyneuritis. It is one of the most 
serious of the pathologic conditions which may occur 
in relation to hyperemesis gravidarum. For its preven- 
tion and relief osteopathic manipulative therapy should 
be administered to the entire spinal region. 

CONCLUSION 

If the osteopathic obstetrician avails himself of 
the specialized knowledge and therapeutic technics that 
are his, he will be able to contribute much in the man- 
agement of the patient with or threatened with 
hyperemesis gravidarum. 

Lakeside Hospital 
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Some Variations Can Be Made in the “Obstetrical Workshop” 


JAMES H. McCORMICK, A.B., D.O. 


In this modern manufacturing age, the rapid pro- 
duction of perfect products appears to be the goal of 
each industry. The production engineers tell us that 
the goal is reached by having, first, an adequate work- 
shop or plant, a superstructure designed to house both 
the productive machines and product, second, skillful 
manipulation of these machines in synchronous opera- 
tions of process, and third, a continuous supply of 
raw materials coupled with the rapid dispersion of 
the finished product. 

The American people, not to be outclassed by 
machines, have also increased their production in the 
last decade. Most small communities in the midwest 
have doubled and even tripled their average normal 
birth rate for the last 5 years. Obstetricians have been 
busier than ever due to the increased production of 
human beings. Problems arise in proportion. 

It is the purpose of this article to deal with prob- 
lems of the pelvis, which I have called the “obstetrical 
workshop.” 

Most of the problems of dystocia are those of 
abnormalities of the bony pelvis, and the obstetrician 
who has a thorough knowledge of the pelvis and who 
recognizes these conditions encounters few obstetrical 
catastrophes. It is essential then that classification, 
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from the standpoint of both physical diagnosis and 
x-ray, is known. It is also important to have a thor- 
ough knowledge of the anatomy of the pelvis and 
adjacent structures. 


Let us first consider the anatomy of the female 
pelvis, particularly the skeletal pelvis which forms the 
superstructure of this workshop. The skeletal pelvis 
consists chiefly of a ring of bone which transmits 
weight from the trunk to the lower limbs. In its 
cavity is found the birth canal. 


A brief resume of the anatomy of the skeletal 
pelvis will follow. The constituent bones are: the right 
and left innominate bones, the sacrum, and the coccyx. 
The articulations comprise the sacroiliac joints, which 
are diarthrodial, the symphysis pubis, which is a false 
synchondrosis, and the sacrococcygeal joint, which 
falls under the same classification. All of these are 
capable of varying amounts of motion and positional 
change. These bones and joints form simply the pelvis 
and birth canal, with the front door being the false 
or major pelvis and the rear portal being the true or 
minor pelvis, and the two outlets being divided by 
the iliopectineal line. 

Various technics have been devised for measuring 
the obstetrical pelvis, including internal and external 
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oelvimetry and the x-ray technics originated by 
vhoms,? Snow,? and Caldwell, Moloy and Swenson.° 
hese have helped the obstetrician and roentgenologist 
fferentiate the numerous pelvic types. 


A thorough knowledge of roentgen technic is im- 
‘tant as an aid in pelvimetry. With the use of 
clvimetry and the Snow measurements of the pelvis 
nd the head of the child, many problems of dystocia 
re solved before they occur. Usually the physician 
ho can visualize the disproportion of the pelvis and 
1e fetal head by means of his roentgenographic and 
ectal findings can institute some type of obstetrical 
aaneuver or cesarean section which will avoid 
itastrophe. 


This thorough understanding has become invalu- 
ble to the physician endeavoring to classify pelves, 
wut little has been done to alter and improve the birth 
anal in the nonpregnant female, thus improving her 
hances of a normal pregnancy and delivery. Since 
he discovery of Walcher’s position, few attempts have 
heen made to change or improve the “obstetrical work- 
chop.” Years ago it was discovered that the sacroiliac 
oints were movable and that the promontory of the 
sacrum moving to and from the iliac bones increased 
ihe size of the pelvic inlet. 


The osteopathic profession has maintained that 
osteopathic manipulative therapy has improved pelvic 
anatomy. This is definitely true, and I will endeavor 
to show that by manipulative therapy and the use of 
heel lifts, the birth canals in young individuals can 
be made definitely more symmetrical. 

Regardless of the size of the pelvis, or the type, 
it can be measurably changed if the base of support 
of the patient is made square. The types of pelves 
most influenced by osteopathic care are: (1) kyphotic, 
(2) kyphorachitic, (3) scoliotic, (4) kyphoscoliotic, 
(5) kyphoscoliorachitic, (6) spondylolisthetic, and (7) 
that resulting from luxation of femora. 

In the kyphotic type of pelvis the plane of lesser 
pelvic dimensions is decreased, making a smaller outlet. 
This type of pelvis can be helped and changed by 
raising the patient’s heels bilaterally and causing the 
fifth lumbar vertebra to go forward, carrying the 
superior portion of the sacrum and allowing the 
coccyx to be carried posteriorly. Osteopathic manipula- 
tive therapy to the lumbar area must be given twice 
weekly, using the Riley technic of lifting the legs and 
pushing the lumbar spine forward. 

One of the best methods for checking a kyphotic 
type of pelvis is to place the patient on a level plat- 
form and make a roentgenogram with a 72 inch target- 
film distance with the target of the tube parallel with 
the third lumbar vertebra. The Potter-Bucky vertical 
diaphragm is equipped with a fine wire dropped 
through its exact central point attached to a plumb 
bob. This, on the x-ray film, gives an exact vertical 
by which the angle of sacral tilt can be measured. 
From 50 to 55 degrees from the vertical has been 
taken as an average normal. These lateral roentgeno- 
grams can then be measured to determine the angula- 
tion of the sacrum. They can also serve to give the 
physician an idea of the lateral postural appearance 
of the patient’s pelvis and can be used in x-ray pel- 
vimetry after the method of Thoms. 

In discussing x-ray technic, I will also at this 
time describe the method I use for checking postural 
ind pelvic changes. The patient stands barefooted on 


a level platform before a vertical Potter-Bucky dia- 
phragm, with an exact vertical wire bisecting both 
the diaphragm and the casette. The tube is placed 
72 inches from the film and aimed at the third lumbar 
vertebra. An effort is made at all times to get onto 
the film the entire femoral trochanters and the inferior 
rami of the pubic bone including the symphysis pubis. 
The entire standing birth canal is thus pictured, in- 
cluding the femoral heads, crests, and approximately 
the third and fourth lumbar vertebrae and their in- 
ferior partner, the sacrum. 


On the film horizontal lines are drawn from the 
superior portion of the femoral heads to the vertical 
and also from the crest of the alae of the iliac bones 
to the vertical. This gives some idea of the shortening 
that results from a short leg. It also shows quite 
accurately the amount of sacral tilt and to some degree 
the rotation of the sacrum. Deformities, both struc- 
tural and due to postural differences in the pubic rami, 
can be seen. Rotatory deviations of the lumbar ver- 
tebrae can be noted as well as their relation to symphy- 
sis pubis. These two points, when adjusted to the 
true vertical, give some idea of pelvic shift and the 
compensatory sacral and spinal mechanisms. This is 
essentially the same x-ray technic as that developed 
by Hoskins,‘ Beilke® and others® at the Chicago College 
of Osteopathy. 

In changing the pelvis, the greatest and most 
spectacular changes are usually made in the scoliotic 
type. This type of pelvis is one of the common 
reasons for spinal curvature and abnormal pelvic rota- 
tion, which change to a great extent the angulations 
to the pubic rami thereby altering the birth canal. This 
type is usually helped most by placing a lift varying 
from % to % inch in thickness in the heel of one 
shoe, the thickness depending on the amount of short- 
ening and the compensatory reactions anticipated. This 
not only corrects the pelvic rotation but also changes 
to a great extent the mechanical stresses throughout 
the bony pelvis. Thus in many patients, particularly 
those having short legs, the birth canal improves 
markedly. Like their spines it becomes more sym- 
metrical. 

I would like to submit some roentgenographic 
evidence of pelvic changes. Figure 1 is a postural 
picture of a young adult female with 6/16 inch 
shortening in the left leg but with only 1/16 shortening 
at the iliac crest. This means that sacral twist and 
pelvic rotation have taken up the difference. A lift 
of % inch was placed in the left shoe and osteopathic 
manipulative therapy applied to the lower back, using 
the usual side technics to move both the sacrum and 
the lumbar spine. The schedule varied from two treat- 
ments in 1 week to one treatment every 2 weeks. 
Approximately 5 months later another set of postural 
X-rays were made. Figure 2, I believe, offers con- 
siderable evidence of improvement in symmetry of 
both the bony pelvis and the birth canal. 

The next pelvis that I would like to discuss is a 
large gynecoid type (Fig. 3). This patient was x-rayed 
and treated by my associate, L. A. Marohn. The 
patient had a shortening of only 3/16 inch in her Jeft 
leg. The crests were even. The difference then was 
made up by pelvic twist and sacral rotation, the rota- 
tion being to the left in the longitudinal axis. This 
compensatory development tended to flatten out the 
left pubic ramus. Osteopathic manipulative treatment 
was given and a lift of % inch placed under the left 
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heel. The thickness of the lift was increased 2 months 
later to 14 inch. Figure 4 is submitted as evidence 
that the pelvis and birth canal have definitely improved. 
This roentgenogram shows the birth canal to be large 
and heart shaped, the heads essentially even, the crests 
even, symphysis pubis bisected by the vertical, sacral 
rotation negative, and the pubic rami definitely more 
symmetrical. I am of the firm belief that this pelvis 
would now make a much better “obstetrical workshop” 
than before. However, in this case the improvement 
would probably not make too much difference because 
of the great size of the birth canal. 

As evidence of changes that can occur, I submit 
Figure 5, an x-ray of the pelvis of a 17 year-old 
girl who is just 1 year removed from an attack of 
poliomyelitis. The lumbar muscles on the right are 
partially paralyzed and she is developing a marked 
scoliosis. She also has % inch shortening of her right 
leg. This film, I believe, shows the beginning of the 
development of an asymmetrical pelvis. The sacrum 
is markedly rotated to the left and the right pubic 
ramus is beginning to flatten out to compensate for 
the short right extremity and to help compensate for 
the marked sacral shifting, which in turn is trying 
to compensate for the rather severe third stage scoliosis 
present. The whole represents a vicious cycle of 
compensations. 

As further evidence of the changes that can be 
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made in the pelvic birth canal I submit two more 
roentgenograms (Figs. 6 and 7). The patient was 
treated and x-rayed by Dr. Marohn. Figure 6 shows 
an anthropoid type of pelvis. The inlet is essentially 
oval. The shortening of the leg was approximately 
14 inch, the crests were the same, and there was a 
marked degree of pelvic rotation from the midline. 
After a lift was placed to lengthen the right leg and 
osteopathic manipulative treatment was given to the 
low-back area to help carry her through the compensa- 
tory period, the patient was completely free of back 
pain. Also her entire pelvis had changed from an 


anthropoid type to a more symmetrical one, similar 
to a small gynecoid type. This is probably the most 


remarkable change shown in any of the comparative 
x-ray studies I have made. Figure 7 (taken with 
lift in shoe) shows that the lift has caused the right 
leg to become slightly longer than the left; the crests 
are even and the birth canal improved. 

In my mind there is no doubt that the female 
birth canal can definitely be changed for the better 
in practically all scoliotic types. I believe the greatest 
factor in accounting for the change is the use of lifts 
under the heel or the entire foot, which makes patients 
actually walk their pelvis and lower spine straight. 
By establishing balance, both pelvis and spine acquire 
a normal symmetry. Osteopathic manipulative therapy 
tends to keep joints mobile and aids to a great degree 
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n relieving the soreness and tensions due to the com- 
sensations which have to be made. 

Another type of pelvis.which can be materially 
changed is the spondylolisthetic pelvis in which dimen- 
sions are decreased due to the marked displacement 
of the body of the fifth lumbar vertebra in the anterior 
lirection. Obstetrically speaking, these patients have 
difficulty in getting the head to engage in the superior 
part of the pelvis. As the fifth lumbar vertebra swings 
forward the plane of the sacral promontory is also 
pulled forward, thus reducing chiefly the diagonal 
conjugate. These cases can be helped to a mild degree 
by lowering the heels, thus tending to tip backward 
both the fifth lumbar vertebra and superior lumbar 
portion of sacrum. These patients, however, do not 
show as much improvement as those of the scoliotic 
type, but small changes can be made. 

Another postural factor which I believe can be 
partially controlled, thus aiding in normalizing and 
increasing in size the birth canal, is that involving 
changes in the sacrum. First, I believe that this bone 
should be thoroughly mobilized so that it can twist and 
tilt with the various pressures exerted upon it by 
engagement and passage of a fetal head. Second, I 
believe that the sacrum should be visualized by x-ray 
to determine whether any anomalies of the fifth lumbar 
vertebra have any bearing upon its mobility. I have 
found that some of my most difficult obstetrical deliv- 
eries have been the result of anomalies in the fifth 
lumbar vertebra which articulates with the sacrum 
and tends to control both its motion and weight-bearing 
ability. Although effective treatment is difficult to 
achieve, it is possible to help to a small degree the 
unfortunate patients who have anomalies in the fifth 
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lumbar area. Many times x-rays will show that the 
fifth lumbar vertebra actually articulates with the 
sacrum and is capable of some individual movement. 
In that case osteopathic manipulative therapy tends to 
keep the sacrum more mobile. 

In summarizing, the scoliotic type of pelvis is 
the one which can be most materially changed by 
either postural alignment or by manipulative therapy. 
Those abnormalities which involve either posterior or 
anterior deviations of the lumbar spine which carry 
the sacrum with them, either forward or backwards, 
are the next most susceptible to change. Recognition 
of these pelvic conditions and of the fact that changes 
for the better can be made will, I believe, eventually 
become general. | believe too that examination for pel- 
vic anomalies and attempts at their correction should be 
a part of the routine procedures used by obstetricians 
in management of patients anticipating pregnancy. 

It has been the purpose of this article to show 
the mobile nature of the adult female pelvis and how 
it lends itself readily to change. Changes can be ac- 
complished by osteopathic manipulation of the joints 
making up the pelvis and the lumbar spine together 
with postural adjuncts which tend to normalize the 
base of support to the pelvis. These two therapeutic 
measures improve the birth canal and definitely change 
and vary the “obstetrical workshop.” 

401 S. Second St. 
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A Study of Endometriosis 


GEORGE R. SIMPSON, D.O. 
Grand Junction, Colo. 


For the sake of convenience, this discussion of 
endometriosis will be divided into two parts; first, in- 
ternal or uterine, and second, external or extrauterine. 
It should be understood, however, that there is prob- 
ably no real distinction from a standpoint of etiology 
as all cases probably originate from some part of the 
endometrium. Also, the two types may coexist. 

INTERNAL ENDOMETRIOSIS 

Internal endometriosis may be endometrial or 
parietal. In the first instance it shares with the en- 
dometrium the cyclic changes brought about by re- 
sponse to hormones. It is usually relatively symptom 
free due to the drainage from the uterine cavity but 
may be suspected by an increase in the menstrual flow. 
Parietal endometriosis, on the other hand, does not re- 
spond to the cyclic changes as it is always derived from 
the basal mucosal-muscular layer of the endometrium 
which invades the myometrium. Here the disease is 
manifested by the development of islands of endome- 
trial tissue within the walls of the uterus, and evidenced 
by the growth of these cells and the response of the 
uterine tissues to them. Four types of parietal endo- 
metriosis are described: The first is the diffuse type 
which involves the myometrium and causes an enlarge- 
ment that is not always typical, being dependent on 
whether the anterior or posterior wall or both are 
affected. In the majority of cases there is a symmetri- 
cal enlargement of the uterus to not more than twice 
normal size. The second type is characterized by local- 
ized but not encapsulated lesions which are limited in 
the extent of their growth but are very similar to the 
diffuse type. The third type exhibits submucous 
growths which may be pedunculated and project into 
the uterine cavity. The fourth type is the encapsulated 
and circumscribed variety of growth which differs 
from myomas only in that it contains endometrial gland- 
ular tissue and is called adenomyoma. 

Internal endometriosis is a disease of the fourth 
and fifth decade, generally of slow development and 
usually manifesting itself by an increase in the men- 
strual flow and the development of pain which may be 
excruciating. The diagnosis is often quite difficult, par- 
ticularly in the presence of fibroids. However, the 
onset of pain and increased amount of flow in the 
fourth and fifth decade should cause suspicion. 

Treatment is surgical and as these patients are 
usually past the childbearing period physicians are not 
often confronted with the necessity of preserving the 
reproductive function. 

In summary, the internal variety is a localized 
form of endometriosis limited to the uterus and mani- 
festing itself in the fourth or fifth decades of life. 
Treatment may usually be direct as it rarely involves 
a mutilating procedure in a patient desitous of preg- 
nancy. 

EXTERNAL OR EXTRAUTERINE ENDOMETRIOSIS 

External or extrauterine endometriosis is found 
much more frequently than the intrauterine type. It is 
also much more productive of serious pathology and of 
marked symptoms. It is predominantly responsive to 
cyclic menstrual changes, and being an invasive disease 
with no outlet for its vascular discharges, the symptoms 
of pressure or the sudden bursting of a collection of 


blood into the peritoneal cavity are often profound. Th 

distribution of endometrial growths has been describe:| 
as mostly within the pelvis. Also reported are lesion. 
of the vulva, vagina, hernial sacs, perineum, pleura’ 
cavity, and muscles of the upper and lower extremity 

The ovary is by far the most usual site, with the uteru: 

cul-de-sac, ligaments of the uterus, sigmoid, rectun 

tubes, abdomen, bladder and appendix following in tha 
order." 

Ovarian endometriosis is always secondary, ac 
cording to Goodall.2 The vast majority of ovarian in 
volvements develop by way of spill from the fallopia: 
tubes. They respond to cyclic changes and are a focu 
for further extension of the process to contiguou 
structures of the pelvis. The lymphatics of the broa: 
ligament provide another route of extension into th 
ovary. The process is extremely destructive to th: 
ovary by production of blood cysts and hypertrophy o 
ovarian tissue. The two ovaries are seldom equall) 
affected but, as the condition progresses, sclerosi: 
occurs in both. The ovarian lesions vary in size fron 
small ones of pinhead size to large cysts readily pal 
pable through the abdomen. Depending upon the con 
dition of the contained blood, the color ranges from « 
dusky red to a tarry black, “the chocolate cyst.” As th: 
blood accumulates, the tendency to rupture is marked, 
resulting in the development of firm adhesions about 
the ovary and pelvis. 

Next in frequency of involvement is the external 
uterine wall. The surface may be studded with im 
plants. They usually are of small size and dark in 
appearance. If the anterior surface is involved, ther: 
may be adhesions to the bladder and invasion into that 
organ. Lesions of the posterior surface down into the 
cul-de-sac and the uterosacral ligaments may reach the 
anterior rectal wall and cause invasion of the rectum or 
they may penetrate the posterior vaginal wall beneath 
the cervix. Extension of the lesions on the surface of 
the tubes and round ligaments is rather frequent. An 
extension of the round ligament lesions may form a 
tumor in the extraperitoneal portion near the inguinal 
ring. Lesions of the sigmoid sometimes cause large 
tumors, even obstructive ones. The appendix is often 
found with endometrial lesions. The umbilicus, old 
laparotomy scars, and the terminal ileum are also occa- 
sionally involved. 

Vaginal endometriosis may be primary or sec- 
ondary and is a fairly common condition. The primary 
lesions are located in the upper vaginal vault and con- 
sist of reddened patches or breaks in the continuity of 
the normal mucosa. They usually bleed with the men 
strual occurrence. Endometriosis of the bladder is « 
relatively rare form and is always secondary to involve 
ment of adjacent structures. Goodall? reports several 
cases wherein there was marked involvement of th: 
bladder, urethra, and ureters with gradually ascending 
obstructive symptoms ending finally with uremia an 
death. Involvement of the vulva has been diagnosed a 
sarcoma because of the similarity in appearance an 
also, of course, due to the comparatively recent recog 
nition of the true nature of endometrial tumors locate: 
here. 

Following is a resume of an advanced massiv 
multilocular invasive endometriosis, seen on the surg! 


hie 
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cal service of a member of the staff in this institution.* 
[t illustrates well the marked invasive tendencies some- 
times shown by this peculiar pathological entity, in 
addition to emphasizing the value of recognizing as 
such the metastatic extraperitoneal endometrial im- 
plants in arriving at an accurate preoperative diagnosis 
of some nodular and bizarre cul-de-sac and other in- 
‘rapelvic lesions. 

During the clinical examination of a 48-year old 
female who had borne two children and whose chief 
complaints included recurrent lower abdominal sore- 
ness, sacral backaches, and increasing dysmenorrhea, 
ithe cervix uteri was noted to present multiple raised 
telangiectatic lesions identical with those frequently 
visualized on the pelvic peritoneum in cases of active 
endometriosis. The cul-de-sac was filled with a hard 
nodular mass that was intimately grown to the uterus 
and to the anterior rectal wall. Rectoabdominal palpa- 
tion revealed that the cul-de-sac mass had invaded the 
rectal wall, resulting in stenosis of a locafized portion 
of the terminal bowel. A preoperative diagnosis of 
complicated endometriosis Was made upon the basis of 
these findings. 

At surgery, multiple subserous and intramural 
uterine fibroids of small size were noted, in addition to 
a hard and irregular nodular “puckered” area as large 
as a small orange, which covered the cul-de-sac and 
invaded the isthmus uteri anteriorly and the anterior 
rectal wall posteriorly. Panhysterectomy by Richard- 
son’s conservative technic, together with elliptical exci- 
sion of the anterior rectal wall, was carried out under 
fractional spinal anesthesia. The anterior rectal wall 
was repaired transversely in order to correct the pre- 
existing stenosis. The patient’s recovery was relatively 
uneventful. 

Pathological findings were reported to us as fol- 
lows: “Section shows the structure of the rectal mucosa 
with considerable acute inflammation. This inflamma- 
tion extends below the mucosa in the form of large 
groups of lymphocytes. Going further, evidences of 
chronic metritis are seen. Extending further along, 
there is evidence of endometriosis with rather large 
dilations of cysts lined with columnar epithelium with 
projections into the lumen. The implant is endome- 
triosis. This is very typical.” 

External endometriosis is a disease of the active 
menstrual life, the usual childbearing period. The 
symptoms are not consistent because of the variety of 
the organs which may be involved. They are not always 
conclusive because of the fact that a multitude of other 
pelvic inflammations, infections, and new growths give 
similar pictures. A history of acquired and progressive 
dysmenorrhea after the establishment of regular pe- 
riods should always be suggestive of endometriosis. 
Backache is a common accompaniment of involvement 
of the uterosacral ligaments, particularly with a retro- 
flexed and adherent uterus and invasion of the anterior 
rectal wall. With the latter involvement, pain on de- 
fecation is common and dyspareunia is frequently a 
complaint. Sterility is a frequent complication, although 
pregnancy does occur. The sterility may be due to 
closure of the tubes but more often to periovarian 
adhesions preventing extrusion of the ovum. 


DIAGNOSIS 


_ There is no diagnostic test available for endome- 
triosis and the physician must rely upon his knowledge 
of the possibility of its occurrence and his ability to 
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differentiate it when found. Te Linde* states that the 
most suggestive single pelvic finding of endometriosis 
is the presence of shotty induration in the cul-de-sac, 
the uterosacral ligaments, or on the posterior surface 
of an adherent retroposed uterus. As mentioned above, 
the ovary is most frequently involved and so often is 
enlarged that the finding of enlarged, exquisitely tender 
ovaries with the other pelvic findings should make the 
diagnosis most probable. 
TREATMENT 

In discussing the treatment of endometriosis, it 
must constantly be borne in mind that the existence 
and development of the lesions is exclusively dependent 
upon the production of estrogen by the ovaries. There 
are two weapons, surgery and irradiation, which in 
most cases will eradicate the disease. As Te Linde® so 
aptly states, “Sterilization by radical pelvic surgery 
surely cures the disease, but the psychic effect of steril- 
ization and the menopause in a young woman may be 
so tragic that the surgical victory becomes an empty 
one .. . the final decision must be made at the opera- 
tion table where the extent of the disease can be care- 
fully determined.” Pregnancy may occur after con- 
servative surgery and that is, I believe, indication 
enough not to elect a radical approach in all cases, even 
though the possibility of complete relief from pain is 
much better when radical pelvic surgery is done. Fre- 
quently a line of cleavage does not exist and the techni- 
cal difficulty of separating tissue will be extreme. How- 
ever, some lesions can be left with assurance that, fol- 
lowing the removal of the ovaries, they will atrophy 
with marked restoration of normalcy to involved tissue. 

For the reasons enumerated above there need not 
be too much hesitancy in recommending radical pelvic 
surgery in patients past the age of 40. Irradiation with 
deep x-ray or radium has, of course, by stunning the 
ovary, the same effect as surgical castration, but the 
preference for surgical treatment is based on the pos- 
sibility of error in diagnosis if surgery is not done. 

In any disease as controversial as endometriosis, 
we cannot be very dogmatic in our conclusions. After 
study of the disease we are soon aware of the doubt 
that exists relative to etiology and the difficulties that 
surround making an accurate diagnosis prior to surgi- 
cal exploration. Little can be definitely said concern- 
ing prevention except that the conclusions drawn from 
statistical study indicate that late marriage and delayed 
pregnancy are seemingly important factors in etiology. 
Treatment is much more exact at present than is our 
knowledge of etiology, diagnosis, or prevention. It is 
clear that removal of the ovaries or other means of 
destroying the production of estrogen very surely bring 
about regression of the endometrial lesions. As in so 
many other phases of medicine, exactitude in treatment 
yields to judgment based on such variable factors as 
have been enumerated in this paper. 
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Neonatal Asphyxia 


M. N. GREENHOUSE, D.O. 


By definition asphyxia indicates a lack of oxygen 
and increased carbon dioxide tension in the blood and 
tissues, while anoxia indicates a lack of oxygen. The 
term “neonatal asphyxia” is a time-honored and well- 
established misnomer. A far better term is “neonatal 
apnea.” However, the former term, because of com- 
mon and long-standing usage, is accepted and under- 
stood, 
CLASSIFICATION OF ASPHYXIA (APNEA) 

Asphyxia may be divided as follows: 

1. Peripheral Asphyxia—This type results from 
some interference with the entrance of oxygen into 
the circulation (i. e., premature separation of the 
placenta, knot of the cord, compression of the cord, 
etc. ) 

2. Central Asphyxia—This type results from in- 
terference with the function of the respiratory center. 


CEREBRAL ANOXIA 


Ancxia of the brain with deleterious results has 
been proved by Schreiber? and by others to occur within 
30 seconds of the time the cord is severed if no oxy- 
genation of the blood stream takes place within that 
period. The various types of cerebral anoxia on the 
basis of pathogenesis are: 

1. Anoxic Anoxia.—The blood is not sufficiently 
saturated with oxygen, due to such causes as aspira- 
tion of amniotic fluid, interference with placental cir- 
culation, and profound anesthesia. 

2. Anemic Anoxia—The oxygen capacity of the 
blood is definitely decreased as in profound anemia of 
the infant and drug poisoning. 

3. Stagnant Anoxia.—There is less than the nor- 
mal quantity of blood circulating due to failure of the 
heart to maintain circulation or depression of medullary 
centers by edema or hemorrhage. 

4. Histotoxic Anoxia.—The cerebral cells are so 
affected that they cannot utilize oxygen properly as 
a result of prematurity, drugs, analgesics, poisons, etc. 

Any one or several of these types may be present 
in a given case of neonatal apnea. 

FACTORS PRODUCING ASPHYXIA IN THE NEWBORN 

The mechanism of anoxia is best understood by 
study of the CO,-O, exchange between fetal and ma- 
ternal circulations. As demonstrated in the rabbit, the 
oxygen saturation of maternal blood leaving the 
placental site gradually diminishes toward the end of 
pregnancy. Since the increasing oxygen demands of 
the developing fetus are not satisfied by placental res- 
piration alone, compensatory changes develop as a 
normal process in the fetal blood, as evidenced by 
relatively increased cell count, cell volume, and hemo- 
globin in the newborn. These values fall as the infant’s 
pulmonary respiration is established. Any condition, 
therefore, which retards the circulation through the 
placental lake may lead to anoxia in the fetus. 

1. Maternal Factors Existing Before Labor.— 

a. Age of mother: Asphyxiation appears more 
frequently when the mother is over 35 years of age. 

b. Parity of mother: Asphyxia is more frequent 
in primiparae than in multiparae and is probably of 

the central type due to long labor. In multiparae sta- 
tistics show that the third, sixth, eighth, and eleventh 
babies are more prone to asphyxiation than others. 
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c. Condition of mother: Asphyxia of the infant 
is more likely to occur when the mother is suffering 
from: (1) profound anemia, (2) syphilis, (3) tuber- 
culosis, (4) diabetes, (5) toxemias of pregnancy, (6) 
cardiac decompensation, (7) renal insufficiency, and 
(8) maternal hemorrhage. 

2. Factors Existing at the Time of Labor.— 

a. Length of labor: In primiparae, rates for 
incidence of asphyxia rise rapidly when the first stage 
of labor exceeds 12 hours or when the second stage 
exceeds 6 hours. In multiparae, asphyxia rates rise 
rapidly when the first stage of labor exceeds 8 hours 
or when the second stage exceeds 4 hours. 

b. Type of delivery: The effect of the type of 
delivery can best be shown by the following table: 


TABLE I* 
Percentage Percentage 
Delivery of Deaths of Asphyxia 
Versions and extractions 25-35 75-85 
High forceps ........ 25-30 75-85 
12-15 50-60 
40-50 
Cesarean section 90-95 
1-23 10-15 
Low forceps with episiotomy....................... 1-15 10-15 


*The figures in this table are based on various source material 
supplemented by statistics gathered recently from local hospitals. 


c. Cesarean section: This type of delivery re- 
quires separate consideration. Whatever initiates res- 
piratory rhythm in the newborn infant, it is much 
more active in infants delivered through the normal 
birth channel and Jess active in infants delivered by 
cesarean section. The primary cause of death in 
cesarean section is asphyxia, often diagnosed as con- 
genital persistent atelectasis. Pathological examination 
of the lungs reveals in the alveoli a lining pseudo- 
membrane composed of amniotic fluid, mucus, lanugo, 
blood, and meconium. Evidently mechanical inhalation 
of these substances lying in the upper respiratory pas- 
sages has resulted in the sealing oft of the alveoli with 
resultant asphyxia and death. This is borne out by 
the fact that routine intratracheal catheterization to- 
gether with aspiration of nostrils, mouth, and posterior 
pharynx rarely fails to yield more than from ’3 to 20 
cc. of fluid, mucus, blood, and meconium. Such is not 
the case with the infant delivered from below. A 
“squeezing action” on the lungs or mechanical com- 
pression of the thorax probably helps to eject fluid 
from the airways of the infant passing through the 
birth canal. 

Routine intratracheal catheterization may be a 
life saving measure for an infant delivered by cesarean 
section. In a reported series of 95 infants delivered 
in hospitals without intratracheal catheterization, 9 
died, 8 from so-called congenital atelectasis and 1 from 
prematurity. Of 102 infants in whom routine intra- 
tracheal catheterization was performed following de- 
livery, 2 died, 1 from massive cerebral hemorrhage 
(proved by autopsy) and the other from severe 
atelectasis which persisted despite all therapy. 

d. Analgesics: Most sedatives and anesthetics 
used to relieve pain during labor may cause fetal 
asphyxia and death if not administered with caution. 
The oxygen supply to the placental lake may be re- 
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duced by depressed maternal respiration or the drug 
ray traverse the placental circulation and act directly 
on the respiratory center of the fetus. In the newborn, 
tificial respiration may sustain life until the effect 

* the drug on the respiratory center has passed. 
The effect of analgesics commonly used in labor 

iy be summarized as follows: 

; (1) Morphine used within 4 hours of delivery 
uses a definite respiratory depression of the infant. 

(2) Demerol used in 50-100 mg. doses every 
hours during active labor produces no respiratory 
pression in the infant. 

(3) Scopolamine can be administered with 
ifety if no more than 2 doses are given within 24 
urs. I have found the synergistic action of Demerol 
id scopolamine effective and safe in my practice. 

(4) Paraldehyde is an extremely variable drug 
| its action on both mother and infant. It may cause 
profound asphyxia or none at all, depending upon 

cire in dosage. 

(5) Barbiturates, with the exception of Nem- 
Lutal, do not seem to cause significant respiratory 
depression. The use of Nembutal may, and usually 
does, cause severe asphyxia. The other barbiturates 
are relatively harmless, the most harmless apparently 
being Sodium amytal, Seconal, phenobarbital sodium, 
and Delvinal sodium, in that order. 

(6) Caudal analgesia and saddle block anes- 
thesia are, the consensus indicates, harmless to the 
infant, unless intense or prolonged uterine contractions 
reduce the oxygen supply. In my opinion, these meth- 
ods give the best chances for survival of the newborn. 

d. Anesthetics : 

(1) Chloroform affords only a small margin 
of safety. Moderate asphyxia of the infant is very 
common when it is used. 

(2) Ether affords a much wider margin of 
safety, but a mild asphyxia is common after its use. 

(3) Nitrous oxide if used continuously in 
percentages higher than 10 per cent with 90 per cent 
oxygen for longer than 5 minutes produces severe 
asphyxia. Mixtures of 15 per cent of nitrous oxide 
with 85 per cent of oxygen cannot be used longer than 
3 to 4 minutes continuously without causing profound 
asphyxia in the infant. 

(4) Ethylene is relatively harmless. 

(5) Cyclopropane is also relatively harmless. 
There has been some recent discussion about its caus- 
ing dilatation of the vascular system with resultant 
shock, but sufficient clinical evidence is not at hand 
to justify a definite statement concerning this effect. 

(6) Pentothal sodium produces a profound 
asphyxia of the infant. Mortality rates are high with 
this type of anesthetic. Usually Pentothal sodium is 
definitely contraindicated in obstetrics. However, one 
author recently reviewed 3500 cases in which it was 
used without a death.’ 

e. Labor procedure of Grantly Dick Read: 
With this procedure intense labor pains are prevented 
by muscle relaxation. Instructions are given the pa- 
tient during pregnancy. The procedure, of course, 
removes all hazards of sedatives, amnesics, and anes- 
thetics and, therefore, should be ideal for the infant's 
sake. However, it has many drawbacks at present. 

f. Toxemias of pregnancy: The toxins so affect 
the respiratory center of the infant that its function 
is impaired (histotoxic anoxia). 

g. Other causes (largely unpreventable) : These 
include (1) prematurity, (2) premature separation of 
placenta, (3) placenta previa, (4) prolapse of the 
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cord, (5) knotting, kinking, or compression of the 
cord, (6) untreated syphilis, (7) profound anemia of 
mother and child, and (8) diabetes. 

3. Factors Primary in the Infant.—These usually 
cause cyanosis to appear postnatally, after respiratory 
rhythm has already been established. They are: (a) 
cerebral hemorrhage, (b) cerebral edema, (c) erythro- 
blastosis fetalis, (d) aspiration of mucus, (e) con- 
genital cardiac defects, (f) persistent atelectasis, (g) 
neonatal tetany, (h) hypoglycemia, (i) pneumonia, 
and (j) sepsis. 

CLINICAL CLASSIFICATION OF ASPHYXIA 


It has long been the practice to differentiate be- 
tween “asphyxia livida” and “asphyxia pallida.” How- 
ever, a newer and more satisfactory and practical 
classification has been proposed: Asphyxia is said to 
be present if the infant does not breathe spontaneously 
within 30 seconds of the time the cord is severed and 
the degree is expressed as mild, moderate, or severe. 

1. Mild Asphyxia.—Muscle tone is present as 
are pharyngeal and corneal reflexes. The infant is 
livid and has the appearance of simple “breath-hold- 
ing.” The infant resists movements of the head and 
limbs. Mucous plugs and amniotic fluid fill the mouth 
and pharynx. 

2. Moderate Asphyxia.—Muscle tone is present 
to a limited degree. Pharyngeal and corneal reflexes 
are lost. The infant is livid and there is no resistance 
to opening the mouth. No reflex irritation is induced 
by aspiration or by stimulation of the glottis. 

3. Severe Asphyxia.—All muscle tone is lost. The 
respiratory tract is a collapsed tube. No reflexes are 
present. The heart beat is fluttering and weak. The 
infant may be either livid or pallid. 

TREATMENT OF ASPHYXIA (RESUSCITATION) 


Methods of resuscitation have been numerous and 
varied, but all have been based primarily on skin, 
nasal, or nervous reflex stimulation or on artificial 
“pumping” of the lungs. Certainly any proper method 
of resuscitation should observe the following four 
cardinal principles: 

1. Minimal handling 

2. Immediate and continuous external application 
of heat 

3. Opening of the airway 

4. Oxygenation of the blood stream within 30 
seconds of severing the cord. 

A number of methods of resuscitation have been 
studied and found wanting in one or more of these 
principles. They include: 

1. The use of alternating immersions in hot and 
cold water 

2. Swinging the child, head down, between the 
legs of the resuscitator 

3. Folding the child in “accordion” fashion 

4. Manual manipulation of the chest by alter- 
nately compressing and releasing the thoracic cage 

5. Mouth to mouth insufflation of the lungs 

6. Intratracheal catheterization with aspiration of 
the trachea 

7. Cord transfusion using mother’s blood (blood 
matching unnecessary), 35 cc. of blood with 5 cc. of 
2 per cent solution of sodium citrate 

8. Intratracheal catheterization with the use of a 
mechanized apparatus to insufflate the lungs with a 
mixture of carbon dioxide and oxygen under visual 
pressure 

9. The use of a baby laryngoscope and intra- 
tracheal catheterization under direct visualization 
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10. Stripping mucus from the throat by hanging 
the baby’s head downward and stroking the neck from 
chest to chin 

11. Spanking the child, “snapping” the soles of 
the feet, or rubbing the skin with towels 

12. Sprinkling cold water or ether on the skin 

13. Aspiration of the nose, mouth, and throat 
with a rubber bulb syringe 

14. Intravenous, subcutaneous, and intramuscular 
use of such drugs as alpha lobeline, caffeine with 
sodium benzoate, Coramine, Metrazol, epinephrine, 
and strychnine 

15. The application of carbon dioxide and oxygen 
or plain oxygen by face mask 

16. Use of mechanical apparatus, such as the 
Drinker respirator or the Easton and Johnson resus- 
citator, guarding against pressure. 

EFFECTS OF DRUGS USED TO RELIEVE ASPHYXIA 

For the purpose of determining the value of vari- 
ous drugs, the following observations were made. 
Results are difficult to evaluate, but I believe drugs 
per se play a very minor role in successful resuscitation. 


TABLE 
Subcutaneous Intravenous 
Drug Administration Administration 
Physiologic solution No results No results 
of sodium chloride 
Picrotoxin (1:100) No results Aids in maintaining 
respiration 
Alpha lobeline, 1/20 No results Immediate response of 2 


or 3 deep respirations, 
often causing initiation of 
respiration—no tendency 
toward maintaining 
respiration 


grain (3 mg.) 


Coramine, 2-6 minims Increases pulse No immediate response— 


(0.12-0.37 cc.) rate slowly— __ tends to maintain respira- 
may aid in tion after it is started— 
maintenance supports heart action 
of respiration 

Metrazol, 2-6 minims Increases pulse Occasional immediate re- 


rate rapidly— sponse of 1 or 2 deep 

may aid in initial respirations, but 
maintaining response is not constant— 
respiration tends to maintain respira- 


tion after it is started— 
aids heart action 


Epinephrine Increases pulse No respiratory response 


(1:1000), 2-6 rate rapidly— —greatly supports 
minims no effect on heart action 
respiration 


Epinephrine should be used only when there is 
a need for a powerful cardiac stimulant. No drug has 
been found to be reliable either for initiating or main- 
taining respiration in asphyxiated infants. Cardiac 
puncture with a hypodermic needle has not produced 
results. No statistics are available on cardiac massage, 
an extremely heroic life-saving measure. 


SUGGESTED PLAN FOR RESUSCITATION IN ASPHYXIA 

In many institutions the pediatrician is on hand 
for the delivery to assume charge of his patient in 
the first important hours of neonatal life. So should 
a physician, especially qualified in methods of resusci- 
tation, be on hand for the delivery of any infant who 


might need resuscitation. His services are likely to 
be needed in the presence of the following: eclampsia, 
toxemias of pregnancy, shock, prematurity due to 
trauma (auto accidents, falls, etc.), diabetes, cardia 
emergencies, delivery by mid or high forceps, version 
and extraction of difficult breech cases, cesarean afte: 
“failed forceps,” and routine cesarean sections. 


Since an anoxic state may be expected in the 
above conditions, three procedures may be used befor: 
the umbilical cord is divided between clamps: (1) ad 
ministration of 100 per cent oxygen to the mother for 
5 minutes preceding cord division; (2) holding the 
newborn by the heels below the level of the mother’s 
pelvis as the length of the cord will permit, and (3) 
“milking” the cord toward the newborn. This method 
of autotransfusion will provide the infant with ap- 
proximately 70-80 cc. of placental oxygenated blood. 

The anesthesiologists constantly strive to main- 
tain a clear airway from mouth to lungs during general 
anesthesia. So must attending physicians assure them- 
selves that the infant’s airway is patent. The safest, 
quickest, and most effective method is to use a soft 
rubber-tipped bulb syringe. Immediately upon delivery 
of the head, the syringe tip, with bulb compressed, is 
inserted into the infant’s mouth over the tongue, 
aspirating the oropharyngeal area. The procedure is 
repeated under the tongue and along the right and left 
buccal folds, following the gum margins. An excellent 
film showing the exact technic of this method was 
presented by Lester Eisenberg before the American 
College of Osteopathic Obstetricians at the Boston 
meeting in July 1948. The shoulders and body of the 
infant are delivered after aspiration is completed. If 
anoxia is marked and the airway is not clear, a tracheal 
catheter with a DeLee trap suction should be used 
immediately. This simple apparatus has prevented 
many neonatal deaths. A resuscitator or suction ma- 
chine with low pressure may be used to supplant suc- 
tion by mouth. 

A refinement of the above procedure is the use 
of an infant laryngoscope to visualize the glottis and 
introduce the catheter in the trachea by direct vision, 
using the same catheter for suction and then for direct 
introduction of oxygen into the lungs. Only those 
familiar with the use of the laryngoscope should use 
the method. 

The tracheal catheter may be successfully and 
easily inserted by feeling for the firm cartilaginous 
ring of the glottis at the base of the tongue with the 
first finger of the left hand and passing the catheter 
beneath the finger to the tip where it can be “fed” 
through the glottis into the trachea as far as it will 
go easily. Suction is then applied and oxygen made 
available, with mild pressure, to the infant’s lungs. 
If oxygen is reaching the lungs, a slight rhythmic 
movement of the infant’s chest wall corresponding 
with the speed of the resuscitator will be noticed. The 
procedure is continued until normal respiration is 
observed. Carbon dioxide, 5 per cent, added to the 
oxygen is also beneficial in stimulating the respiratory 
center. 

The obstetrician, with the aid of a “resuscitating” 
physician, can complete the third stage of the delivery 
without having to have his ear tuned to the infant’s 
cry. He may give full attention to closure of the 
laparotomy or repair of episiotomy, secure in the 
knowledge that the newborn’s first 5 minutes of life 
rest in capable hands. 


"336 W. Woodruff Ave. 


| 
| 


Obst. and Gynec. Supplement 
Vol. 2, No. 1, July, 1949 


REFERENCES 
1. Schreiber, F.: Neurologic sequelae of paranatal asphyxia. J. 
16:297-309, March 1940. 
2. Laverde Mercado, L.: Diez anos de tiobarbiturato-etil-sodico 
bstetricia. Rev. de med. y cir., Barranquilla (nam. 6) 14:18-35, 
e 1947; abstr., Internat. M. Digest. 51:29, Oct. 1947. 
3. Read, G. D.: Childbirth without fear, Ed. 3. 
s. New York, 1944. 


Harper and 


ADDITIONAL REFERENCES 


Acken, H. S., Jr.: Fetal mortality in cesarean section. 
t. & Gynec. 53:927-935, June 1947. 

Aldrich, C. A.: Physiology of cry of newborn infant. Proc. Staff 
t., Mayo Clin. 20:60-62, Feb. 21, 1945. 

Beck, A. C.: Obstetrician’s responsibility for hazards of first few 
s of life with special reference to anoxia and prematurity. Am. J. 
t. & Gynec. 51:173-183, Feb. 1946. 

Bickenbach, W.: Neue Methoden in der Behandlung asphyktischer 
uge borener. Deutsche med. Wehnschr. 72:434-437, Aug. 15, 1947. 
Breese, B. B., Jr.: Influence of factors before and at time of 
ivery on premature mortality. J. Pediat. 12:648-663, May 1938. 
Cole, W. C. C., Kimball, D. C., and Daniels, L. E.: Etiologic 
tors in neonatal asphyxia. J. Am. M. A. 113:2038-2044, Dec. 2, 1939. 
DeLee, J. B., and Greenhill, J. P.: Principles and practice of 
stetrics. Ed. 9. W. B. Saunders Co., Philadelphia, 1947. 

Farber, E. P.: Induction of labor with methergine; preliminary 
ort. Am. J. Obst. & Gynec. 51:859-865, June 1946. 


Am, J. 


MODERN OBSTETRICAL ANALGESIA—MINES 


(17) 
591 


Graber, E. A.: Simple inexpensive resuscitation apparatus for 
newborn infant. Am. J. Obst. & Gynec. 51:729-731, May 1946. 

Hellijas, C. S., Tovell, R. M., and Holt, K. R.: Analgesia and 
anesthesia in obstetrics. Anesthesiology 8:113-126, March 1947. 

Hershenson, B. B., and Brubaker, E. R.: Scopolamine and apo- 
morphine in labor. Am. J. Obst. & Gynec. 53 :980-995, June 1947. 

Irving, F. C., Berman, S., and Nelson, H. B.: Barbiturates and 
other hypnotics in labor. Surg., Gynec. & Obst. 58:1-11, Jan. 1934. 

Litchfield, H. R.: Asphyxia neonatorum; evaluation—etiology and 
treatment. J. Pediat. 26:279-286, March 1945. 

Litchfield, H. R., and Beilly, J. S.: Asphyxia of newborn. M. Ann. 
District of Columbia 7 :307-313, Oct. 1938. 

Mayes, H. W.: Cord transfusions in newborn infants; report of 
99 cord transfusions in premature babies, 21 in full-term babies and 
78 in babies of Rh-negative mothers. J. Pediat. 28:69-82, Jan. 1946. 

Mines, J. L.: Lectures on caudal analgesia. 

Rosenfeld, M., and Snyder, F. F.: Factor of anesthesia in patho- 
genesis of asphyxia neonatorum. Am. J. Obst. & Gynec. 38:424-430, 
Sept. 1939. 

Russ, J. D., and Strong, R. A.: Resuscitation of asphyxiated 
newborn infant. Am. J. Dis. Child. 61:1-12, Jan. 1941; correction 
61:413, Feb. 1941. 

Russ, J. D., and Strong, R. A.: Asphyxia of newborn infant. Am. 
J. Obst. & Gynec. 51:643-651, May 1946. 

Sawyer, B.: Experiences with labor procedure of Grantly Dick 
Read. Am. J. Obst. & Gynec. 51:852-858, June 1946. 

Stringer, R. M.: Resuscitation of newborn. Canad. M. 


A. J. 
57:140-142, Aug. 1947. 


| Modern Obstetrical Analgesia 


JULIAN LANSING MINES, D.0O., F.A.C.0.0. 
Department of Obstetrics, Graduate School, College of Osteopathic Physicians and Surgeons 
Los Angeles 


INTRODUCTION 


For centuries men have untiringly sought for 
methods of alleviating pain, particularly the pain asso- 
ciated with parturition, and medical literature is replete 
with information concerning drugs and combinations 
of drugs employed to relieve the pains of women in 
travail. Most methods that utilize narcotics, amnesics, 
and analgesic drugs present many hazards for the 
mother as well as her offspring making its short but 
most trying journey through the birth canal. The 
following requisites must always be borne in mind 
when attempting to interfere with the normal physio- 
logical function of giving birth. 

1. The patient should be managed during her 
prenatal period by an obstetrician placing great em- 
phasis on creating as nearly normal mental and physi- 
cal condition as is possible for that woman. 

2. She should be delivered of a living child, and 

3. She should be able to take her place in the 
stratum of society from whence she came in as good 
physical and mental condition as before the onset of 
pregnancy. 

Obstetrical analgesia begins with the patient’s first 
visit to her obstetrician, at which time he should try 
to impart to her a feeling of confidence and peace of 
mind which is so important if we are to practice 
modern obstetrics. Too many women fail to accept the 
fact that bearing a child and giving birth are normal 
physiological functions. Many people consider that 
pregnancy constitutes an illness with which they have 
been stricken instead of accepting it as the prime 
privilege conferred upon woman. 

The use of anesthetics to relieve the suffering of 
childbirth was unknown before the middle of the nine- 
teenth century, but nearly all of the oldest writings 
describe the pains concomitant with giving birth. Paul, 
the apostle, probably summed up all the information 
on this subject in Romans 8:22 by saying, “For we 
know that the whole creation groaneth and travaileth in 
pain together until now.” Early Chinese manuscripts 
relate of the use of opiates and soporific potions for 


pain relief during childbirth. In Greek mythology we 
find similar references. The Greek goddess Actemia, 
frightened by her mother’s suffering at her own birth, 
besought from Zeus the favor of eternal virginity.’ 

Since the middle of the nineteenth century count- 
less methods for relieving childbirth pain have been 
devised and applied but only during the past few years 
has the obstetrician been able to offer his patient safe 
and satisfactory relief. It may be said that truly we 
are entering a golden age of obstetric practice. 

As a result of a better understanding of the ana- 
tomy and physiology associated with parturition, men 
pioneering in the anatomic approach to the relief of 
childbirth pain have made life-saving contributions to 
the practice of obstetrics. The names of Hingson, 
Edwards, Southworth, Irving, Dogliotti, Adriani, Bap- 
tisti, Cleland, Lundy, Adams, Seldon, Block, Rotstein, 
Siever, and many others will hardly be forgotten as 
contributors to the art of safely alleviating the pains 
of parturition by utilizing conduction methods. On 
the other hand the English obstetrician, Grantly Dick 
Read,? has offered another satisfactory and safe ap- 
proach by explaining the origin of obstetric pain by 
means of the fear-tension-pain syndrome. The pro- 
cedure utilized by Read may have biblical basis when 
we consider the writings of King David, the husband 
of numerous wives. He wrote in Psalms 48:6, “Fear 
took hold upon them there, and pain, as of a woman 
in travail.” 

Several modern rational methods for the control 
of pain can be applied with relative safety for mothers 
and babies and it is the purpose of this paper to record 
the results of the methods I have employed during the 
last few years. An attempt will also be made to extol 
the merits as well as cite the disadvantages of each 
method according to my own experiences. 

PROLOGUE 

It seems appropriate at this point, before dealing 
with the newer conduction methods, to evaluate some 
of the older and time-honored methods used for the 
relief of obstetric pain, namely, the opiates, barbitu- 
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rates, intravenous anesthetics, and the inhalation anes- 
thetics commonly used. Possibly a satisfactory ap- 
proach would be to name the type of drug and to list 
the fetal and maternal organs and organ systems de- 
pressed and stimulated when the medication is ad- 
ministered in effective quantities. 

A. Inhalation Anesthetics.— 

1. Chloroform: 

a. Maternal organs depressed severely: Entire 
brain, respiratory center, vasomotor center, spinal cord, 
heart, diaphragm, liver, kidney, gastrointestinal tract, 
and uterus 

b. Maternal organs mildly depressed: Lungs, 
adrenals 

c. Fetal organs depressed severely: Kidneys, 
liver, heart, respiratory center, entire brain 

d. Fetal organs mildly depressed: Adrenals, 
lungs 

2. Ethyl ether: 

a. Maternal organs severely depressed: Entire 
brain, spinal cord, diaphragm, pancreas, liver, kidney, 
gastrointestinal tract, uterus 

b. Maternal organs stimulated mildly: Lungs, 
heart, adrenals, bladder, emunctories 

c. Fetal organs severely depressed: Entire 
brain, kidneys 
d. Fetal organs mildly depressed : Heart, lungs, 
adrenals 

3. Nitrous oxide: 

a. Maternal organs severely depressed: Higher 
brain centers, spinal cord 

b. Maternal organs mildly depressed: Remain- 
der of brain, kidneys 

c. Maternal organs stimulated mildly: Lungs, 
gastrointestinal tract 

d. Fetal organ severely depressed: Brain 

4. Cyclopropane : 

a. Maternal organs severely depressed: Entire 
brain, respiratory center, vasomotor center, spinal cord, 
lungs, diaphragm, uterus 

b. Maternal organs mildly depressed: Heart, 
kidneys, gastrointestinal tract 

c. Fetal organs severely depressed: 
respiratory center 

d. Fetal organs mildly depressed: Heart, kid- 
neys, lungs. 

B. Opiates.— 
1. Morphine, Pantopon, heroin, codeine, Dilaudid : 

a. Maternal organs mildly depressed: Higher 
centers (frontal area), motor and sensory areas, res- 
piratory center, lungs, liver, adrenals, bladder, gastro- 
intestinal tract (peristalsis decreased—muscle tone in- 
creased ) 

b. Maternal organs mildly stimulated: Spinal 
cord, emunctories 

c. Fetal organs severely depressed: Entire 
brain, lungs, respiratory center 
d. Fetal organs mildly depressed: Adrenals, 


Brain, 


liver 
C. Demerol.—The effects of demerol on mother 
and child differ essentially from the opiates in that fetal 
depression is limited to a mild depression of the lungs 
D. Barbiturates.— 
1. Delvinal, Seconal, Amytal, phenobarbital, pen- 
tobarbital, Dial: 

a. Maternal organs mildly depressed: Brain, 
temperature-regulating center, respiratory centers, 
lungs, heart, diaphragm, liver, kidney, gastrointestinal 
tract, uterus, bladder 
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b. Fetal organs mildly depressed: Heart, lungs, 
vasomotor center, respiratory center, brain 

E. Intravenous Anesthesia.— 

1. Evipal and Pentothal sodium: 

a. Maternal organs severely depressed: Entir. 
brain, respiratory center, vasomotor center, lungs 

b. Maternal organs mildly depressed: Spina! 
cord, diaphragm, gastrointestinal tract, uterus, liver 

c. Maternal organs mildly stimulated: Hear 
(increase in rate) 

d. Fetal organs severely depressed : Brain, res 
piratory center, vasomotor center, liver 

e. Fetal organs mildly depressed: Lungs 

The modern obstetrician, realizing his dual respon- 
sibility, should select the safest drugs when attempt- 
ing to relieve the pains of travail. /t has often been saic 
that it is much better for the mother to give birth i 
agony than for the chances of survival of either mothe: 
or child to be jeopardized to any degree. 

From the foregoing summary it is plain to see tha’ 
a choice of the aforementioned drugs must of necessity 
be very limited. 

Of the inhalation anesthetics mentioned, nitrous 
oxide seems to be the agent of choice although i: 
achieves its anesthetic effect by depriving the tissues 
of oxygen directly. This fact makes it necessary to 
pay special attention to oxygen administration in order 
to prevent the strong tendency toward fetal anoxia. 

Demerol (meperidine, isonipecaine) apparently is 
to be desired over the opiates when it is necessary to 
resort to pain amelioration early in labor. Unfortun- 
ately this drug works much better when combined with 
a barbiturate and very often the two are used synergis- 
tically. By using these combinations the maternal and 
fetal depression is augmented, so it is advisable to 
utilize a short-acting barbiturate and one which reaches 
an effective blood level in a relatively short space of 
time. Seconal sodium (sodium propylmethylcarbinylal- 
lylbarbiturate) and “Delvinal sodium (sodium vinbar- 
bital, sodium 5-ethyl-5-(1-methyl 1-butenyl) barbitu- 
rate) would seem to be more desirable to complement 
the effects of Demerol than other barbituric acid com- 
pounds having a more prolonged action. 

Because the margin of safety has never been 
totally satisfactory when dealing with pain-relieving 
drugs, there has been a progressive trend toward per- 
fecting methods of conduction anesthesia for use in 
obstetrics, and gradually but inevitably anatomic ap- 
proaches to the relief of obstetric pain are replacing 
older more hazardous methods. 

This transition is not taking place because the 
pain-relieving methods previously used have always 
directly caused maternal or fetal death, but because 
physicians are finally realizing that many causes of fetal 
and maternal mortality and morbidity can be indirectly 
attributed to the effect of predelivery sedation coupled 
with anesthesia administered during the birth of the 
child. \Jaternal hemorrhage and shock, as well as fetal 
depression and anoxia very often are a direct result of 
the risky practice of oversedation during labor and 
delivery. The sooner this is realized, the sooner phy- 
sicians will take the time to become expert in the ad- 
ministrations of the modern conduction types of anes- 
thesia designed for use in obstetrical practice. 

THE ANATOMIC APPROACH TO THE RELIEF OF THE PAINS 
OF TRAVAIL (Conduction Methods) 

1. Continuous Caudal Analgesia.—Since Hingson, 
Edwards and Southworth® developed this method in 

1942, the obstetrician has had available the safest most 
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desirable method for the relief of the pains of labor 
and delivery yet devised. However, much criticism has 
heen offered concerning this approach by those who do 
fully understand the mechanisms at work. As this 
method is somewhat more difficult than spinal punc- 
ture, many physicians have discarded it in favor of a 
mpler procedure. However, this does not detract from 
desirability of the procedure. Caudal analgesia pro- 
es its effect in the same manner as would the local 
‘tration of an anesthetic deposited in the vicinity of 
pinal nerve root and autonomic ganglia (paraverte- 
| block). The anesthetic drug gains access to the 
ve roots by way of the peridural fat. When the in- 
tion is given, the solution rises in the peridural space 
|, sheer force of volume of the drug administered, and 
ns exit from this space through each of the sacral 
| intervertebral foramina as it ascends. The type of 
ve block effected is the same as that produced by 
al infiltration except that it is accomplished with far 
ess trauma, as only one needle insertion is required. 


n 


The procedure is one Of great safety when com- 
pared to high concentration spinal anesthesia because 
1c peridural space only extends to the foramen mag- 
num due to the splitting of the dura mater at that point, 
and the anesthetic drug cannot possibly gain access to 
the higher centers of the brain. The controllability of 
the anesthetic is remarkable in that levels of nerve 
block can be selected and altered rather easily. The in- 
tensity of the resulting analgesia has certainly been 
“tailor made” for obstetrical procedures. 


The statistics accumulated from the number of re- 
ported cases managed with this type of analgesia are 
sufficient to proclaim it as the safest and most desirable 
method of obstetrical analgesia.*""* 


2. Spinal Anesthesia —The supporters of the ana- 
tomic approach to the relief of the pain of childbirth 
have brought forth a simpler method that may be more 
easily applied. Modifications of the subarachnoid ap- 
proach have been set forth and it is the opinion of the 
writer that spinal analgesia may someday replace all 
other methods for relieving the pains attending labor 
and delivery. 


The “sugar-coated spinal” or the weighted solution 
method of Adriani’® has been given wide publicity and 
apparently has met with marked success. This proce- 
dure, however, has its drawbacks because the level of 
nerve block accomplished by the one injection is not 
always sufficient to include the eleventh thoracic nerve 
roots, and additional punctures of the dura and arach- 
noid are necessary. 


The fractional method seems more desirable as it 
is administered to the patient while she is lying in the 
lateral recumbent position and the spinal needle re- 
mains in place. The dosage of anesthetic drug, Mety- 
caine (Lilly) in Ringer’s solution, is minimal (15 to 
30 mg. ), so that although fluctuations of the spinal fluid 
occur during the uterine contractions, high concentra- 
tions of the drug could hardly be expected to reach the 
higher brain centers. This technic can be applied as 
early in labor as caudal analgesia, and the type of 
analgesic effect accomplished with caudal analgesia can 
be imitated rather successfully. The initial dose of 15 
to 30 mg. of Metycaine will usually cause a satisfac- 
tory analgesia lasting from 45 to 60 minutes, at which 
time an additional dose of 15 mg. can be administered 
to keep the patient pain free for another similar period. 
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This method of nerve block is, I believe, superior 
to the so-called saddle block, because of its flexibility. 
In addition the use of Metycaine is favored because it 
does not contain the para-aminobenzoic nucleus found 
in other synthetic cocaine drugs. This nucleus is appar- 
ently responsible for certain anaphylactic reactions. 

The disadvantages of spinal anesthesia as com- 
pared to caudal analgesia should be borne in mind. The 
fact that the anesthetic agent is deposited into the spinal 
fluid reservoir places spinal anesthesia in the classifica- 
tion of dangerous procedures, as the pathway of spinal 
fluid in the subarachnoid space leads to the higher brain 
centers. Unnecessarily profound nerve trunk block is 
also encouraged, because of the lack of myelin sheaths 
on the nerves within the cauda equina. 


3. Planned Painless Parturition—In 1946 the 
writer’® developed a technic designed to eliminate all 
of the pains associated with labor and delivery, thereby 
hurdling a barrier presented by the other conduction 
methods—this barrier being that caudal or spinal pro- 
cedures could not be started until labor was well es- 
tablished. 


With the method of planned painless parturition 
the selected patient is admitted to the hospital on or 
near her date of expectancy if and when the presenting 
part is firmly engaged and the cervix dilated enough to 
admit a finger and directed anteriorly. Disproportion 
between passage and passenger must be ruled out and 
the patient should have had scientific nutritional man- 
agement during pregnancy. 

The prospective mother is prepared for delivery 
in the accepted manner and a selective nerve block is 
accomplished by means of continuous caudal or frac- 
tional spinal analgesia. The nerve block should extend 
cephalward to include the eleventh thoracic nerve roots, 
since the eleventh and twelfth thoracic nerves carry the 
pain sensations associated with contractions of the 
fundal uterine musculature. In the accomplishment of 
this nerve block the sacral parasympathetic division of 
the autonomic nervous system is also blocked obtunding 
both the motor and sensory nerve fibers distributed to 
the lower uterine segment and cervix.” 

When this nerve block is accomplished and the 
inner circular layer of uterine muscle fiber tension is 
eliminated, labor can be instituted with relative safety. 
By eliminating the tension of one of the opposing mus- 
cular forces during a uterine contraction, the danger 
of uterine rupture or premature separation of the 
placenta is minimized when oxytocic drugs are admin- 
istered in minute quantities.” 

Before injecting Pitocin (the oxytocic principal of 
the posterior lobe of the pituitary gland which act on 
the longitudinal or expulsive muscle fikers of the 
uterus ), the fetal membranes are ruptured with an am- 
niotome. 

After injection of 1 minim of Pitocin, labor, simi- 
lar to that experienced during the last 2 hours of spon- 
taneous’ labor, is established. The type of labor is par- 
tially under the control of the obstetrician as additional 
doses of Pitocin are administered only to maintain 
uterine contractions of 45-60 seconds in duration and 
contraction intervals not longer than 3 minutes. 

If a patient is privileged to receive this manage- 
ment the uterine and fetal traumas are decreased be- 
cause of the short effective labor. Both mother and 
child seem to benefit and the mother can be ambulant 
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within a few hours after delivery. The mother is both 
physically and mentally capable of resuming her normal 
duties in a remarkably short time and the uterine in- 
volution period is usually measurably reduced. 


Unfortunately, due to the lack of trained person- 
nel and the time involved in the management of this 
procedure, it is doubtful whether planned painless par- 
turition will ever be universally adopted, even in larger 
institutions. 

PSYCHIC APPROACH TO PAIN RELIEF 


1. Fear-Tension-Pain Syndrome.—aAt the present 
time much public and professional interest is being 
shown concerning the relief of obstetric pain by utiliz- 
ing the patient’s ability to relax. The hypothesis on 
which this approach is based was popularized by 
Grantly Dick Read? when he associated the fear-ten- 
sion-pain syndrome with parturition. If the patient is 
taught to relax during her prenatal course so that when 
labor ensues she may be free from tension, it is thought 
that she may fail to potentiate the pain supposedly re- 
sulting from this tension. Her ability to relax could be 
proportionate to her lack of fear and fear may be less- 
ened or eliminated by proper education through her 
physician during the prenatal period. 

If we grant that, during the contraction phase of 
the laboring uterus, there are two opposing forces at 
work, namely the external longitudinal expulsive 
muscle fibers and the internal circular layer of fibers, 
it certainly would seem desirable to lessen the contrac- 
tions of the circular layer in order to facilitate labor 
and delivery. It has been claimed that this can be ac- 
complished at will by the patient, thus hastening the 
progress of labor as well as preventing or lessening the 
pain associated with the uterine contraction. It has 
been the experience of the writer that in most instances 
the suffering experienced by the patient can be re- 
duced by proper education but rarely if ever does a 
completely pain-free labor and delivery result from 
such handling. Even the foremost exponents of this 
technic claim to use opiates, sedatives, and hypnotics 
during the management of a case. 


It would seem that if expectant mothers of the 
future are to be offered scientific obstetrical care, ob- 
stetricians must be armed with safe technics and pro- 
cedures which can be altered to suit the individual 
patient. In my opinion the elimination of fear is im- 
portant, but I believe this can be more effectively 
achieved if the patient is promised absolute relief of 
pain by conduction methods when deemed advisable 
during labor and delivery. 


2. Hypnosis.—Little work has been reported con- 
cerning the role that hypnosis has played in the man- 
agement of the obstetrical patient, but the few case his- 
tories which have appeared in the literature indicate that 
it has apparently proved reasonably satisfactory’® for 
the relief of pain. 

The writer has had meager experience in obsery- 
ing hypnotic procedures applied to pregnant women. 
The results in the cases observed have been poor. This 
may be due to the dearth of subjects in whom deep 
hypnosis could be induced, but even in fairly receptive 
patients the procedure has not appeared to be depend- 
able. In addition it was found advisable to hypnotize 
patients at intervals during the prenatal period in order 
to condition them properly. This required a great deal 
of time and effort for which the degree of pain relief 
did not compensate. 
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It is felt that although the hypnotic approach 
seems to have many advantages and tremendous possi- 
bilities, more experience is needed for proper evalua- 
tion of its place in obstetrical practice. 


SUMMARY 


1. The desirability of utilizing conduction meth- 
ods to relieve the pains of labor and childbirth was set 
forth. 

2. The depression and stimulation of material 
and fetal organs and systems by various drugs was 
outlined. 

3. The anatomic approach to the relief of te 
pains of travail was considered in discussions of cau: al 
and spinal analgesia. 

4. Planned painless parturition was described. 


5. The psychic approach to pain relief was d:s- 
cussed, 


CONCLUSIONS 


In my opinion, even though there still exist may 
proponents of the “shotgun” methods for the reli -f 
of obstetric pain, the procedures being developed aid 
perfected to relieve pain by utilizing the anatomic a )- 
proach will surely gain the favor of both physician aid 
patient eventually. The wealth of scientific evidence 
supporting the use of conduction methods is rapidiy 
engulfing and putting to shame the statistics accumu- 
lated concerning general anesthesia and analgesia 
applied during obstetrical procedures. 
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Physiology of Early Ambulation 


ROBERT E. SOWERS, A.B., D.O. 
Warren, Ohio 


Stimulated by the success which attended early 
ubulation of surgical patients, I decided to undertake 
study of the effects of similar treatment on women 
mediately after childbirth. The careful basic work 
rats done by Bernard Newburger,* published post- 
imously in 1943, showed that postoperative activity 
celerated the early phase of healing of incised tissues, 
id it was felt that the physiology of pregnant and 
irturient women did not differ sufficiently from that 

surgical conditions to anticipate a less favorable 
sult than that obtained either in experimental animals 
+ human surgical cases. There has been much written 
pon the beneficial physical and psychic effects of early 
mbulation, but little attempt has been made to explain 
thysiologically the actual mechanism behind this im- 
vovement. It is the purpdse of this paper to attempt 
n explanation of the actual changes that produce 
beneficial effects in the parturient. In order to do this, 
it is necessary to scrutinize the physiology of the 
puerperium to determine whether early ambulation and 
puerperal physiology are truly compatible and to con- 
sider the anatomical structures involved. 

First of all, the puerperium is defined as the period 
which extends from delivery of the infant until the 
complete return of the genitals to the nonpregnant 
state. Its length is from 6 to 8 weeks, though in com- 
mon usage the puerperium refers to the first 10 to 14 
days postpartum, This paper will deal chiefly with 
this latter period. 

I do not believe it necessary to go into detail about 
the bony pelvis. The changes here are primarily due 
to changes in the ligaments of the pelvis. The main 
thing in regard to ambulation is to remember that in 
the erect position the pelvis is not horizontal, but 
inclined. The degree of its inclination varies in differ- 
ent individuals, but usually averages about 60 degrees. 
The plane of the pelvic inlet, consequently, passes 
obliquely from above downward and forward. This 
fact is also important in considering the attachment 
of the pelvic muscles and the part they play when 
assuming the upright position of ambulation. 

Let us consider the soft parts of the pelvis now, 
especially the pelvic floor or diaphragm. It is made 
up of the levator ani, the coccygeus, and the pelvic 
fascia, above and below. Anteriorly, the levator muscle 
is attached to the rami of the pubes. Thus it extends 
on either side across the opening of the obturator 
foramen, being attached to the fascia covering the 
internal obturator muscle underneath a tendinous dupli- 
cation of the superior levator fascia, called the “white 
line.”* From their area of origin, the fibers of the 
levator ani muscle pass downward and inward toward 
the median line. Posteriorly they converge to the lower 
end of the sacrum and the coccyx; anteriorly they 
interlace in the median line behind the anus; next they 
fuse into a sling-like hammock under the perineal 
curve of the rectum, many of the medial fibers fusing 
with the upper border and sides of the sphincter ani 
and lower part of the rectum, and finally a few fibers 
meet between the anus and the vagina in the perineal 
body. Thus we see the levator ani and the coccygeus 
and their fasciae form a funnel-like closure of the 
pelvic floor, the cavity of the shallow funnel being 
directed toward the pelvic cavity and its apex being 


perforated by the rectum. In the upright, or ambula- 
tory position, the posterior border of the funnel is 
higher by approximately 50 degrees than the anterior 
margin. Anteriorly, this pelvic diaphragm presents an 
opening behind the pubic symphysis which is occupied 
by the urogenital diaphragm. 

In considering the upright position, the psoas 
major and minor, which arise from all the transverse 
processes and pass down over the terminal line of the 
pelvis and beneath the inguinal ligament to unite with 
the iliacus and insert in the iliopectineal fossa, must 
not be forgotten. Upon contraction these muscles en- 
croach upon the pelvic inlet and tend to further the 
anteflexed position of the uterus and pelvic organs. 

From the inclination of the bony pelvis and its 
muscle attachments, it can be seen that in the upright 
position the pelvic organs tend to assume their normal 
anatomical relationship. In the ambulatory position 
and with the uterus still enlarged, the pubes will act 
as a fulcrum to bring the uterus forward in the ante- 
flexed position. This tends to throw the bulk of its 
weight forward against the anterior abdominal wall 
instead of letting it sag down against the perineal floor, 
as might first be supposed. 

To understand the physiological benefits of early 
ambulation, first consideration will be given to the 
changes in the postpartum period and to the improve- 
ment, physiologically, which early ambulation will 
produce. During the puerperium, there occur a series 
of retrogressive changes, local and general, which cause 
the organs of the mother to return to their original 
condition. These retrogressive changes of the genitals 
are grouped under the general heading of involution. 

According to DeLee and Greenhill,’ immediately 
after the placenta is delivered the uterus sinks below 
the umbilical level in strong anteversion and ante- 
flexation, rests on the promontory behind, and lies 
against the abdominal wall in front. Due to its previ- 
ous displacement, its ligaments and vaginal attachments 
are loose enough that the body may be moved easily 
about the abdomen—even as high as the liver—or may 
be pushed down so that the cervix hangs out of the 
vulva. At this stage the uterus resembles a flattened 
pear; it is 15 cm. long, 12 cm. wide, and from 8 to 
10 cm. thick; it is about as large as a fetal head and 
weighs about 2 pounds. On vaginal examination im- 
mediately following delivery, the cervix is so soft and 
succulent that it can hardly be outlined; it hangs down 

from the hard contracted body in folds like a cuff. 
It is bruised and sometimes almost black with suffused 
blood, edematous and more or less torn. It is about 
1 cm. thick and 6 or 7 cm. long. The physiologic 
retraction ring marks the point where the thick upper 
uterine segment enters the thin lower uterine segment 
and cervix. The cavity of the uterus is filled by a 
small blood clot or the walls are opposed. At the 
placental site the uterus is thinner than elsewhere 
until contractions have occurred; then it becomes 
thicker and the location of the placental site can be 
recognized by the roughened raised surface. 

DeLee and Greenhill® state that on the first day 
the uterus is 7 or 8 finger breadths above the pubis, 
4 or 5 on the fifth day, and by the twelfth day it has 

sunk below the inlet so that it is not easily palpable 
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from the abdomen. Normal involution starts quickly 
and ends slowly. The expected daily decrease in height 
of the uterus is about % inch a day. After delivery 
the uterus weighs about 2.2 pounds. At the end of 
the first week, its weight is, as a rule, halved; by the 
end of the second week it weighs about 11 ounces, 
and in the eighth week it is again a small organ 
weighing about 2 ounces. The above figures are for 
the average puerperium with late ambulation. My fig- 
ures on over 300 cases show that, on the average, 
involution takes place about one-third faster, especially 
for the first 10 days, under the influence of early 
ambulation. By the end of the seventh day, the uterus 
is hardly palpable above the pubes instead of the usual 
4 fingerbreadths above the pubes as recorded by DeLee. 
This can only be regarded as beneficial. When invo- 
lutionary change is hastened and the uterus restored 
to normal postpartum condition more rapidly, there is 
less chance for secondary infections and _ fibrotic 
changes. The reasons for this rapid change will be 
understood when the retrogressive changes in the 
uterus, which would best be regarded as pathological, 
are studied. 

Let us consider these pathological changes in the 
uterine and perineal tissues. Sanger* showed that the 
fibers of the uterus are not fully destroyed, but that 
the protoplasm undergoes cloudy swelling, hyalin, and 
fatty degeneration. The fat is removed by the lymph 
stream, by oxidation, partly by the action of a fat- 
splitting ferment and partly by the leukocytes. The 
connective tissue fibers also undergo hyaline fatty de- 
generation and partial absorption. 

In fatty degeneration we are dealing with a 
strictly pathologic process, the result in the last analy- 
sis of tissue or cellular anoxia.» In the case of the 
uterus and perineal muscles, this anoxia may be due 
to direct interference with the circulation mechanically 
from obstruction to the blood flow. According to 
Smith and Gault® fatty degeneration always is indica- 
tive of impaired functional capacity of the cell which 
is not necessarily irreversible. 

In cloudy swelling and hyaline degeneration, a 
similar change is seen except that it concerns protein 
metabolism and parenchymal cells. It is a toxic de- 
generation of the albuminous material and _ colloidal 
proteins of the cytoplasm of the cell. It is especially 
found in degenerative lesions of the blood vessel walls. 
In striated muscle, there is found hyaline degeneration, 
often spoken of as Zenker’s degeneration, in which 
the albuminous material of the cell becomes swollen 
and homogenous and in which the striations are lost. 
Cloudy swelling is also a reversible reaction if the 
anoxemia or toxicity is removed; otherwise it may go 
on to more extensive changes and even to cell death. 

Coincident with the degenerative processes, which 
are most pronounced in the uterus, a picture of an 
acute inflammation is seen. Pressure and trauma of 
labor results in the destruction of tissue and accom- 
panying inflammatory changes. The pelvic floor, con- 
taining muscle, fat, and fascia, is infiltrated with 
bloody serum with small suggillations and even some 
larger blood extravasations. The muscle fibers are 
often torn and overstretched. Absorption of blood and 
serum takes place quickly, but many minute and larger 
scars are left which result in atrophy and a weakened 
pelvic floor. Now in order to reverse this entire 


degenerative process, one factor is seen to be of prime 
importance—that of overcoming cellular anoxia and 
toxicity and of removing their products. 


In other 


words, the quicker good circulation is restored by 
early activity the less damage will result. 

We are all familiar with the cardinal signs of 
acute inflammation; they are (1) redness, (2) swell- 
ing, (3) increased heat, (4) pain. These symptoms 
may be explained on the basis of the complicated vas- 
cular and cellular response of the tissue to the trauma.’ 

In order to show further why I feel that earl 
ambulation is physiologic and hastens the parturients’ 
recovery, the vascular changes in the progress of an 
inflammation should be noted. This progress is divide: 
into two phases: (1) the destruction and removal o 
the irritant, and (2) repair of the damage done t 
the tissue. In the case of the first phase, the remova 
of the irritant is accomplished at the end of labor an 
all that remains to do is to repair the damage. 

If we look into this second phase, we will se: 
that the repair is, of course, contingent upon goo 
circulation and venous drainage. And, as stated earlier 
the degenerative changes are not irreversible, provid 
ing they do not persist too long. So it follows tha 
the more rapidly normal circulation can be restore: 
and cellular debris and degenerate material removed 
the less actual damage will be done and the soone: 
will the uterus and perineum return to their origina 
condition. As osteopathic physicians this has always 
been our primary objective and is as fundamental as 
A. T. Still’s dictum, “The rule of the artery is 
supreme.” 

To facilitate understanding the complicated vas- 
cular changes in this inflammatory process, I have 
arranged an outline form for review. The changes are 
as follows: 

1. Brief period of vasoconstriction 

2. Dilatation of arterioles, venules, and capillaries 
due to histamine-like substance—brief increase in the 
rate of flow followed by retardation 

3. Capillaries become visible and blood flow still 
continues to be retarded 

4. Current may or may not be stopped 

5. Accompanying this slowing, there is a mar- 
gination of leukocytes from the axial to plasma stream 
and on to the vascular endothelium, called pavementing 
of the polymorphonuclears. 

6. There are changes in the vascular endothelium 
helping to slow the blood, called increased permeability 
of the capillary. The changes are: 

a. Lining cells enlarge 

b. Some mitosis of cells occurs 

c. Cells become rounded in form and project 
into lumen 

d. Cells develop ameboid movement and show 
pseudopodia which causes marked roughening and in- 
creased resistance to blood flow 

e. Roughening and swelling facilitates diape- 
desis 

f. Plasma permeates for the same reason, which 
causes swelling (The amount of edema depends upon 
the severity of injury to the endothelium. ) 

7. Phenomenon of phagocytosis 

8. Formation of exudate results 

9. After the polymorphonuclears have reduced 
the irritant, they release a wound hormone or trephone 
which stimulates the fibroblasts which start to prolif- 
erate and fill in the inflamed area. The fibroblasts climb 
on the fibrin network. This is called replacement 
fibrosis. 

From this review we can see that good venous 
drainage and a good supply of arterial blood are 
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essential if damage is to be minimal. And in the pres- 
ence of a repair, the less swelling and exudate there 
j<, the more chance of healing by primary intention. 

| know many surgeons and obstetricians worry 
sit wound healing in early ambulation, but statistics 
w that there are more wound disruptions and 
‘neal sloughs following late ambulation than early. 
gett and Beattie® report the ratio as 2 to 1. As 
vill point out later, skeletal muscular contraction 1s 
heart of venous blood flow. Thus it can be under- 
od why the congestive tenderness of the incision or 
sotomy disappears faster and healing occurs earlier 
\ yen the patient is ambulant. In late ambulation the 
» tient was left in bed with slowed circulation and a 
© ngested wound until the sutures were absorbed ; 
n she got out of bed with an incompletely healed 
und, a boggy uterus, and a lax perineum. In early 
» nbulation the patient gets up while the sutures are 
< Jl intact and aided by active circulation the wound 
heals by the time the sutures lose their effectiveness.° 

The physiopathological’changes in the puerperium 
have been discussed but to complete the study, the 
physical and circulatory changes which occur in assum- 
ing the upright from the horizontal position and 
whether these effects are beneficial to the patient must 
be considered. 

Best and Taylor’® state that the diastolic pressure 
is somewhat higher in the standing than in the re- 
cumbent position. The systolic pressure rises too, but 
to a less extent than the diastolic, so the pulse pressure 
is reduced upon standing. The factors influencing the 
venous blood flow are: (1) contraction of the left 
ventricle, (2) quantity of blood flowing through the 
arterioles from the arteries in relation to the capacity 
of the capillaries and veins, (3) subatmospheric pres- 
sure wthin the chest, (4) action of the right side of 
the heart, (5) massaging effect of the skeletal muscles 
and the support given by the abdominal wall, and (6) 
effect of gravity. 

Of these factors, those which are of special inter- 
est to the obstetrician are the massaging effect of the 
skeletal muscles, the support given by the abdominal 
wall, and the subatmospheric pressure within the thorax. 

It is the abdominal muscles which suffer the great- 
est stretching and loss of tone during pregnancy and 
after the sudden emptying of the uterus. The sup- 
porting action of the abdominal muscles is lost and 
permits venous stasis and engorgement in the extremi- 
ties and splanchnic vessels. The pooling of blood in 
this area increases the congestion of the uterus and 
increases the possibility of postpartum hemorrhage, 
thrombosis, and phlebitis. Early activity speeds. the 
recovery of normal muscular tone, gives more support 
to the vein walls, and prevents their “giving” under 
the weight of blood. By improved muscular tone and 
support, the veins, in a sense, come to simulate rigid 
tubes and blood return is improved. 

When the abdominal muscles are weakened or 
paralyzed, the support which they normally provide is 
seriously impaired, but may, to a large extent, be 
restored by a tight abdominal bandage to prevent 
pooling in the splanchnic vessels. The intermittent 
contraction of the skeletal muscles, in conjunction with 
the valves of the veins, propels the blood in the upward 
direction and increases venous flow. “The important 
part played by the muscles in the return of blood to 
the heart is shown by experiments in which the body 

is passively tilted into the upright position. Persons 
who fail to show a rise in intramuscular pressure when 
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tilted passively are likely to faint.”’® It should also 
be remembered that there probably already are some 
passive congestion and edema in the lower extremities 
caused by mechanical obstruction of the iliac vessels 
by the pregnant uterus. Early muscular activity re- 
lieves this congestion and the possibility of thrombo- 
phlebitis. 

In considering the suction and force-pump action 
of the respiratory movements, it should be remembered 
that the diaphragm is the major factor in this pres- 
sure change and its action is greatly limited during 
the last trimester of pregnancy. With the enlarged 
uterus pressing up against it and the greatly increased 
intra-abdominal pressure, the contraction and relaxa- 
tion of the diaphragm are restricted. This forces the 
gravida to use a costal type of breathing which 
produces the increased respiratory effort which is fa- 
miliar to all. With this limitation of activity the 
diaphragm loses tone and thus another of the prime 
factors in return circulation is impaired. The increased 
exertion of early ambulation causes increased respira- 
tory efforts and a more rapid return to normal breath- 
ing, which, in turn, increases the venous return. 

There is another important factor which it might 
be best to mention here and that is the venopressor 
and capillary tonus mechanism which, through the 
activity of the sinus and aortic nerves, controls the 
caliber of the small venocapillary vessels of the 
splanchnic bed and prevents pooling of blood in this 
area. The reflex activity of this mechanism decreases 
during bed rest and permits a greater congestion in 
dilated veins and a drop in blood pressure upon rising 
from prolonged bed rest. The reflex tone is restored 
rapidly and maintained by early ambulation. 

If any of several of these factors fail, accumula- 
tion of blood (venous stasis) in the dependent parts 
of the body is likely to result. Upon assuming the 
erect posture after a protracted confinement in bed, 
the muscles of the abdomen and extremities are weak 
and the tone of the nervous mechanism governing the 
peripheral vessels is lowered. The hydrostatic pressure 
is overcome with difficulty and the blood subsides into 
the capacious abdominal veins and capillaries and the 
right heart is no longer adequately supplied with 
blood. The blood supply is reduced, resulting in giddi- 
ness (vertigo) or loss of consciousness (syncope). 
Best and Taylor” say, “a sudden drop of 25 mm. Hg 
is usually sufficient to cause unconsciousness.”” Venous 
stasis serves to increase the congestion and anoxia of 
the already traumatized tissue. If the congestion is 
not relieved, the pathological changes are intensified 
and prolonged, causing greater destruction of the 
normal tissue and increased replacement fibrosis. 

From the foregoing we can conclude that the 
sooner a patient is up and moving about, the better 
will be her circulatory, nerve, and muscular tone. 
However, it is the writer’s belief that the abdominal 
binder is essential for early ambulation, at least for 
the first 5 to 7 days ; it helps to correct the loss of 
one of the biggest antigravity factors in venous cir- 
culation and gives support to the greatly stretched 
abdominal muscles. 

In recent years early ambulation has been receiv- 
ing much attention and much has been written about it. 
The early clinical trials were primarily upon post- 
operative cases. The early works were published by 
Leithauser, Oschner and Debakey, Newburger, Nelson, 
Collins, and others. They demonstrated conclusively 
that early ambulation was not only devoid of danger, 
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but actually possessed advantages that led to a smoother 


postoperative convalescence and the earlier rehabilita- 
tion of the patient. An osteopathic physician and sur- 
geon, A. C. Johnson of Detroit, was one of the earliest 
proponents of early ambulation and has amassed sta- 
tistics on thousands of cases which show definitely 
the value of early ambulation in reducing postoperative 
complications.” 

Arthur G. King" in a report of 221 cases of early 
ambulation of parturients came to the conclusion that 
early rising in “uncomplicated cases of childbirth is 
desirable and without danger or unfavorable sequelae.” 

Headings and Palmer'’ reported on 207 consecu- 
tive cesarean sections after which the patients were 
ambulant on the first postoperative day. The maternal 
mortality was zero and the fetal mortality 5 per cent. 
In this series there were no cases of thrombophlebitis, 
phlebothrombosis, upper respiratory infection, pul- 
monary embolism, cystitis, or wound dehiscence and 
only one wound infection. The writers concluded that 
“arly rising definitely lowers morbidity following cesar- 
ean section. 

M. L. Rotstein™* reported similar favorable results 
in 250 obstetric patients chosen at random. Careful 
tabulation showed that involution of the uterus was 
accelerated and uterine prolapse was not encountered. 

M. F. Armand,” in a careful analysis of 200 
cases, showed that early rising prevents thrombosis 
and embolism, aids uterine involution, helps drainage 
of the lochia, and fosters quick recovery. Armand 
also employed early rising after such complications as 
hemorrhage from placenta previa and uterine atony 
and after intrauterine manipulations. He did not ob- 
serve a single case of inversion, prolapse, or retro- 
version. 

In my own cases, covering early ambulation during 
the past 5 years, there has not been a single compli- 
cation which could be attributed to early rising. There 
have been no cases of thrombophlebitis, phlebothrom- 
bosis, disruption of the episiotomy, or wound infection. 
The percentage of retroversions for this period has 
been less than 10 per cent, compared to an average 
of 20 per cent which DeLee and Greenhill’® mention 
as the average. In the obstetrical cases observed over 
a 2% year-period, there have been no postpartum 
hemorrhages, disruption of episiotomy, or thrombo- 
phlebitis which could be attributed to early ambulation. 

The statistics and results that have been cited 
show the parallel between improved physiology of the 
puerperium and clinical results. So far this correlation 
has not taken into account the psychic efficacy of early 
ambulation, which is noted in most patients. The 
women have a sense of well-being and are benefited 
psychologically not only during the puerperium but 
in their attitude toward the entire episode of pregnancy. 

SUMMARY AND CONCLUSIONS 

In conclusion, I should like to list the beneficial 
effects noted from early rising: 

1. The temperature and pulse show no change. 

2. Postpartum invalidism, psychic and physical, 
is markedly lessened. 

3. The nursing care necessary to the patient is 
notably reduced. 

4. The necessity of catheterization in pelvic and 
perineal surgery is reduced. 

5. There are fewer “after pains” and less seda- 
tion is necessary. . 

6. The convalescent period at home is reduced 
at least by one half. 
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7. There are fewer postpartum complications, in- 
cluding cystitis and pyelitis. 

8. No more, perhaps fewer, prolapses of the 
uterus or recurrent cystoceles occur. 

9. There is no sloughing of episiotomies. 

10. Lochia is more profuse in the first 3 day.. 

As stated previously, I feel that early ambulation 
is definitely in line with the osteopathic concept ci 
treatment of disease. I feel that this practice is we | 
established and completely compatible with the fund: 
mental principles of osteopathy. In fact, upon analysi 
it can be seen why, even before early ambulation w: 
employed, patients recovered faster and with fewe 
complications in osteopathic hospitals. The regula 
osteopathic manipulative treatment given postopera 
tively and postpartum has simulated early ambulatio1 
By its systemic effects, it has helped maintain circv 
latory, nervous, and muscular normalcy and relieve 
venous congestion and its complications. 

No harmful effects of early ambulation have bee 
noted during the first year postpartum. On the con 
trary, the benefits of this regimen have been striking 
My observations concur with those reported in th 
Year Book of Obstetrics and Gynecology,7 “Th 
women consistently had a high morale, and a sens: 
of well-being and multiparas compared their statu 
daily with that of their previous pregnancies with ac 
tual enthusiasm.” Women are enthusiastic in thei: 
reports of how they feel at six week intervals. By 
the fourth week postpartum most of them are doing 
as much work as they did before the pregnancy. 

Heading and Palmer wrote,’* “The potential dis 
advantages expected (postpartum hemorrhage, exces 
sive relaxation, and/or uterine prolapse, and dehiscenc« 
of the episiotomy) were less in this ambulated series 
of cases reported than in the non-ambulatory patients.” 
Obtaining the advantages reported above without the 
development of anticipated disadvantages is more 
easily understood when one delves into the physio- 
logical background. Then the results and advantages 
no longer seem surprising but actually logical, and it 
is realized that controlled ambulation truly has much 
to offer the obstetric patient. 
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Advances in Endocrinology Related to Obstetrics and Gynecology 


D. CLINTON BENNETT, D.O. 


The use of endocrine preparations in obstetrics 

| gynecology has afforded physicians and patients a 
+ ans of therapy that holds hope in cases previously 
sidered beyond repair. The immense amount of re- 
‘ch being done in laboratories and clinics and new 
ical approaches call for the physician to be ever 
t. This review will not attempt to convey any of 
basic properties and uses of endocrine preparations 
ich are set forth in any standard textbook, but rather 
yill attempt to outline briefly some of the most re- 
it results of research. 

It must be borne in mind that treatment with en- 
¢ocrine products is considered substitutive or replace- 
rn ont therapy, and that the therapeutic agent i§ expected 
i have no action upon the gland from which it is de- 
r ved but only upon those organs which are under the 
direct influence of that gland. However, this belief is 
looked upon with extreme skepticism in the light of 
new thought and recent investigations.” 

The first substance to be considered is the gonado- 
tropic hormone, secreted by the anterior lobe of the 
pituitary gland. It is found in the blood stream of both 
male and female and is excreted in large quantities in 
the urine of pregnant women as chorionic gonadotropin. 
The therapeutic value of the gonadotropic hormones is 
still in question since there are many conflicting re- 
ports regarding their action in the human being, meth- 
ods of determining the potency, and standardizing the 
dosage. The results from gonadotropins given for any 
gynecological condition are so uncertain, and the bene- 
fits so few, that these substances cannot be recommend- 
ed; not only may no good be done, but harm may 
result.2"> Excessive dosage and prolonged therapy has 
been held responsible for production of huge follicles 
and follicular cysts in the human ovary.‘ 

Considerable attention is now focused on acute 
postpartum necrosis of the anterior hypophysis due to 
hemorrhage, with circulatory collapse or shock during 
or immediately following delivery.* Sheehan® reported 
that 25 per cent of patients with severe hemorrhage 
and collapse at the time of delivery have subsequently 
shown some evidence of Simmonds’ disease. At the 
present time, there have not been enough cases of this 
type reported, in which autopsy examination of the 
hypophysis has been made, to provide adequate statis- 
tics. When sudden death has followed hemorrhage, it 
has occurred before clinical symptoms have appeared ; 
therefore there were no indications of the condition. 
No specific treatment, other than supportive care, has 
been advocated due to the lack of clinical observation. 

A syndrome which has previously been thought to 
be of pituitary origin has now been attributed to rudi- 
mentary ovaries." This syndrome is characterized by 
primary amenorrhea, estrogenic insufficiency, and an 
increase in gonadotropins. 

As a last resort in an attempt to produce ovulation 
in patients with the complaints of amenorrhea and ster- 
ility, stimulating x-ray irradiation of the pituitary gland 
and ovaries has been advised and is used considerably. 
(ne group of 18 patients complaining of amenorrhea 
and sterility, was treated by irradiation and 12 preg- 

nancies resulted.* Although it has been stated that there 
was no effect upon the subsequent offspring, what of 
the third and fourth generations? It will take time to 
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answer that question, but the follow-up observation of 
the results of the atom bomb in Japan may provide the 
answer. 

Complex methods have been devised to measure 
the estrogens in human urine and blood serum, and at 
the present time these methods are being used to tabu- 
late and identify the forms into which known estrogens, 
which have been injected, are converted and excreted 
in relation to various states of health and disease.® 

Estrogen is a very potent and dangerous product, 
but has been advocated in the following conditions as 
effective therapy: lymphogranuloma venereum, vari- 
cosities accompanying pregnancy, senile skin disorders, 
fractures, nephrolithiasis, diabetes mellitus, threatened 
abortion, amenorrhea, sterility, suppression of lactation, 
menopause, functional bleeding, and many more minor 
conditions.*° However, in all of these conditions in 
which estrogens have been tried, there may be many 
accompanying complications and side-effects which 
have not yet been investigated to the extent that defi- 
nite conclusions may be reached. The carcinogenic 
effect is an example. 

A syndrome of hyperestrinism has been reported 
by Spicer,’ in which “estrogenic therapy aggravates 
the complaints of certain patients” and which may man- 
ifest itself by premenstrual irritability, headaches, hy- 
persensitiveness of the breasts, rhinitis, abnormal char- 
acter of menstrual periods, decreased libido, and con- 
gested pelvic organs. It is pointed out that all of these 
symptoms need not be present at the same time. When 
hyperestrinism is suspected, it should be confirmed by 
laboratory tests and examination of slides of epithelial 
cells taken from the cervix or vaginal vault. The tech- 


nic is the same as that used for those suspected of 


hypoestrinism. 

The chemical conversion of the natural follicular 
hormone, alpha-estradiol, into ethinyl estradiol has re- 
sulted in the formation of an extremely potent oral 
estrogen which is only one of many new preparations 
of this type. Effective results have been obtained in 
control of menopausal symptoms, hypoplastic uterus 
with bleeding in primary and secondary amenorrhea, 
suppression of lactation, and induction of labor."? The 
toxic symptoms were negligible. 

Ethinyl estradiol in combination with progesterone 
has been found to be definitely effective in anovulatory 
metrorrhagia.** In one series of patients treatment was 
begun as soon as the diagnosis was established, and 
consisted of the oral administration of ethinyl es- 
tradiol, 0.3 mg., daily for a period of 20 days and 
progesterone, 5 mg., given daily by hypodermic injec- 
tion on the last 5 days of the ethinyl estradiol adminis- 
tration. Cessation of uterine bleeding usually occurred 
within 6 days of the onset of the treatment and returned 
about 5 days following withdrawal of medication. 
Treatment was again instituted approximately 5 days 
following the onset of uterine bleeding. This procedure 
was followed for a period of 3 months, and normal 
cyclic menstruation continued in 70 per cent of patients 
after the discontinuation of both ethinyl estradiol and 
progesterone. Ovulation was produced in approxi- 
mately 35 per cent of the patients, as compared with 
16 per cent following administration of diethylstil- 
bestrol. 
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Diethylstilbestrol has been used experimentally in 
any and all types of functional ovarian and menstrual 
disorders, the dosage varying from a minimal 0.1 mg. 
to 25 mg. daily, with administration over short or pro- 
longed, continuous or interrupted periods, One inves- 
tigator'* reported improvement in 70 per cent of pa- 
tients, with assorted ovarian and menstrual complaints, 
using 5 mg. daily for a period of 20 days. The purpose 
is to suppress the pituitary secretion a sufficient period 
of time to allow spontaneous recovery of the ovary, 
then to stimulate the ovary with the surge of pituitary 
secretion following withdrawal of the Stilbestrol. How- 
ever, these results cannot be adequately evaluated since 
the complete toxic effects and subsequent results were 
not reported. 

Prolonged high dosage of Stilbestrol used to sup- 
press lactation in nonnursing mothers definitely is not 
advised and must be used with extreme caution. There 
have been numerous reports of postpartum hemorrhage 
and prolonged bleeding due to its use. 

One of the most recent uses of Stilbestrol is in 
the rapid diagnosis of pregnancy; it has been estab- 
lished that Stilbestrol is tolerated in high dosage, up to 
200 or 300 mg. daily, by the pregnant patient. This 
amount is not tolerated by the nonpregnant patient and 
results in extreme nausea and vomiting. Therefore, if 
the patient tolerates high doses of Stilbestrol, it may 
be assumed that she is pregnant. The exact degree of 
accuracy of the test has not yet been determined, but 
it is believed to be clinically satisfactory. I have given 
25 mg., three times daily, but not to exceed 2 days if 
tolerated; if nausea and vomiting occurred, the medi- 
cation was immediately discontinued. In each instance, 
the result thus obtained was confirmed by the Fried- 
man pregnancy test. 

No case has thus far been reported in which the 
administration of estrogenic substances can be held 
incontrovertibly to be the causative factor of a malig- 
nancy in the human ; however, it is generally recognized 
that estrogenic treatment may lead to conditions which 
are believed to predispose to malignancy. 

Theca cell or granulosa cell ovarian tumors, “fem- 
inizing” tumors, have been found to cause an increase 
in estrogenic hormones secreted in the urine of patients 
after the menopause even when no hormonal treatment 
has been given. The stimulation is sufficient to cause 
uterine hemorrhage. At the Mayo Clinic, malignancy 
of the uterus has been found in 27.3 per cent of post- 
menopausal patients in whom granulosa cell or theca 
cell tumors were found.’® This percentage is much 
greater than can be explained as coincidental. Malig- 
nancy must always be ruled out in all cases of hemor- 
rhage following the menopause. 

One of the most frequent complications of preg- 
nancy is threatened abortion. Inevitably, the attending 
physician is questioned by the patient or her family 
concerning the prognosis. His answer, too often, is 
based on conjecture; but soon he may be able to give 
a definite and correct prognosis. The pregnandiol pre- 
cipitation test,’ requiring less than 2 hours, has been 
found valuable in predicting the results of this condi- 
tion and will, therefore, aid in its management. 

Many theories of the etiology of habitual abortion 
are constantly being advanced. One of the most promi- 
nent, at the present time, is that of hormonal imbalance 
due to the inefficiency of secretion of estrogen and 
progesterone from the corpus luteum and placenta. It 
is known that the secretion from the corpus luteum is 
essential and effective only during the first trimester 
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of pregnancy; at the end of that time the placenta 
assumes the secretory responsibility, liberating estrogen 
and progesterone. This is proved by the fact that, after 
the third month of gestation, the ovary containing the 
corpus luteum may be romeved without producing 
abortion or a decrease in the blood levels of estrogen 
or progesterone. 

It is also believed that the action of progesterone 
is enhanced by the presence of estrogen, and that the 
two substances are involved in the normal metabolisi» 
of each other. A study was made of a group of 2} 
patients with a history of habitual abortion who were 
treated with estrogen and progesterone. These patients 
had previously gone through a total of 80 pregnancie-, 
from which there were only 7 living infants. Pelvi: 
abnormalities and systemic disease were ruled out. A | 
patients were treated by the injection of progesteron:, 
10 mg., and alpha-estradiol benzoate, 10,000 rat unit:, 
given together two or three times weekly and generall » 
continued to the period of viability or later. The results 
were: 15 full-term live infants, 3 premature live infants 
(of whom 2 survived), 2 .miscarriages, and 4 abor- 
tions.** 

Other types of therapy have included thyroid, vita- 
min E, and oral progesterone.** One investigation o/ 
the effects of commercial aqueous corpus luteum on 
uterine motility in the rabbit led to the conclusion that 
the preservative chlorobutanol was the only component 
of the commercial product which exerted any inhibitor) 
effect on the motility of the uterine muscle.’® 

The true cause of late toxemia and eclampsia in 
pregnancy is still unknown. There are many theories, 
one of which, the hormonal theory, is constantly being 
investigated ; much progress in its support has been 
made recently. Laboratory investigations have revealed 
a definite imbalance of hormones in the blood stream 
and in the urine of the toxic patient. This is manifested 
by an increase of the gonadotropic hormone and a 
decrease of the estrogen and progesterone.*” This phe- 
nomenon has been found to precede other manifesta- 
tions of toxemia by several weeks. 

It ‘as been proved that the placenta assumes the 
hormonal secretory role of the corpus luteum at ap- 
proximately the twelfth to the fifteenth week of gesta 
tion, secreting and maintaining the necessary supply of 
estrogen and progesterone for the continuation of the 
pregnancy. When the placenta fails to secrete the 
necessary amounts of these hormones, the anterior 
pituitary is relieved of the inhibiting effect of the estro- 
gen, thereby secreting an unlimited amount of its 
gonadotropic, adrenotropic, and thyrotropic hormones." 

The excessive thyrotropic hormone stimulates the 
thyroid gland, producing a hyperthyroid state which 
has often been found to simulate and accompany the 
toxemias of pregnancy and which will increase the 
general metabolism, accelerating the processes already 
producing the symptoms of the toxemia.** 

The adrenotropic hormone likewise stimulates th 
adrenal gland into a state of hyperfunction and its 
secretion, desoxycorticosterone, produces a retention of 
the sodium ion and water and an increased excretion of 
the potassium ion. This pathological state, producing 
an electrolyte imbalance, is the etiological factor respon 
sible for the edema and hypertension associated wit! 
the toxemia. These altered physiological processes are 
believed to alter kidney and liver function, thus pro 
ducing the remaining symptoms of late toxemia of 
pregnancy. Therefore, it might be stated that one o! 
the primary causes for late pregnancy toxemia may b« 
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anything which adversely affects the blood supply to 
the uterus directly, or which brings about a premature 
decrease or withdrawal of progesterone or estrogen, 
«-tablishing a vicious cycle of toxin formation, vascular 
damage, and hormonal deficiency, each augmenting the 
ther.2 

Replacement therapy of estrogen and progesterone 
i. impractical and costly. Stilbestrol stimulates proges- 
cone secretion in human pregnancy, which aids in 

metabolic conversions of the estrogens, thus retard- 
iy their inactivation, and thereby should maintain 
- ‘ficient estrogen-progesterone levels. Also, Stilbestrol 
| .s been shown to cause inhibition of the pituitary, 
\ hich should also decrease the adrenotropic factor. By 
iis own estrogenic properties and the stimulation of the 
oduction of progesterone, it should enhance the nu- 
tvition and blood supply of the placenta, thus prevent- 
ig senility, anemia, or necrosis of that organ.** Fetal 
s.lvage has doubled in diabetic pregnancies when Stil- 
bestrol therapy was used. Stilbestrol may also be used 
as a substitute for estrogén-progesterone therapy in 
treatment of habitual and threatened abortion. It is 
a very potent and toxic drug, and must be used cor- 
rectly and with caution. 

Another recent contribution to endocrine therapy 
has been the use of testosterone. In incurable or far- 
advanced carcinoma of the breast, testosterone pro- 
pionate, in sufficient dosage, has been found effective 
in the relief of pain, but no definite alteration or re- 
gression of the malignancy has been observed.** Adair*® 
administered large doses of testosterone propionate to 
200 patients with cancer of the breast and metastases 
to the bones; 100 mg. were given by intramuscular in- 
jection three times a week for 8 to 10 weeks, a total 
dose of 2400 to 3000 mg. These patients had relief of 
pain, and the areas of bone destruction were filled by 
callus formation. With this high dosage, the blood 
calcium should be checked periodically. Definite mas- 
culinizing effects must be expected, since they have 
been produced by doses of 140-150 mg. a week. They 
include hypertrophy of the clitoris, development of a 
beard, and voice change. Acneform eruptions of the 
skin have been produced in some cases. However, con- 
sidering the pathological condition of the patient and 
the beneficial results obtained, these effects should be 
of little consequence. 

In those cases of early carcinoma of the breast, no 
definite improvement of the malignancy or curative 
effect has been demonstrated, but a gain of weight, a 
sense of well-being, and other improvements have fre- 
quently accompanied injections of testosterone.?>?¢ 
This type of therapy should never replace surgical 
treatment, and absolutely should never be given in cas- 
trating doses to women prior to the menopause. Its 
inhibitory action on the estrogens allows ascendency 
of the pituitary with its secretion of prolactin or lac- 
togenic hormone and thereby causes abnormal stimula- 
tion of the breast.*® Good results have been obtained 
in the treatment of female menopause with combined 
administration of testosterone and Stilbestrol.27 
_ Androgens rather than estrogens are advocated 
tor the following menopausal patients requiring endo- 
crine therapy :** 

_ 1. Patients who have been treated for malignancy 
of the reproductive tract, malignancy of the breast, 
or endometriosis 

_ 2. Patients previously treated for abnormal uter- 
ine bleeding during the climacteric 


a 


3. Patients who developed uterine bleeding while 
under estrogen therapy 

4. Patients who require endocrine therapy for 
vasomotor symptoms before their menses have com- 
pletely ceased 

5. Patients overtreated by or addicted to Stil- 
bestrol due to high dosage or long-continued usage. 

CONCLUSIONS 

The conclusions to be derived from this review 
are: 

1. That the complex properties of endocrines in 
obstetrics and gynecology require specialized training, 
skill, and knowledge for their correct use 

2. That the use of gonadotropins is not recom- 
mended at the present time due to questionable thera- 
peutic value, lack of dependable data on dosage, and 
possible harmful effects 

3. That estrogenic therapy is the most widely 
used and misused endocrine therapy in the practice of 
obstetrics and gynecology, and may contribute to the 
production of malignancies 

4. That proper hormonal balance is essential for 
conception, retention of pregnancy, and possible pre- 
vention of some toxemias of pregnancy 

5. That androgens now have a definite therapeutic 
value in the practice of obstetrics and gynecology. 
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Repair of Third Degree Lacerations of the Perineum 


THOMAS R. TULL, D.O. 


Chicago 


Lacerations of the perineum which sever the anal 
sphincter and include the rectal mucosa are complica- 
tions of delivery and the puerperium. The repair and 
aftercare combine either to produce the desired result 
or undesired breakdown of the area which may follow. 

Complete lacerations may result from precipitate 
and/or unattended deliveries, from improper manage- 
ment of the second stage of labor, or from mismanaged 
forceps application and delivery. Repair of these in- 
juries as presented herein has been limited to those 
lacerations where the rectal mucosa was separated for 
a distance not greater than 1 inch. 

A description of the technic used follows: 

The area is cleansed with green soap solution, 
flushed with normal saline solution, and painted with 
an antiseptic solution. A piece of sterile gauze is placed 
over the vaginal or upper half of the opened area. 

Using single 0 chromic suture, the rectal mucosa 
is closed with a purse string placement (Fig. 1). The 
needle is placed at A, parallel to the tear and directed 
towards the apex B. The stitch is taken at A and again 
halfway up the mucosa in the desired direction. An- 
other stitch is placed at B, then midway between B 
and C and at C. The suture, which is placed approxi- 
mately ' inch from the edge of the tear, is pulled and 
tied snugly with the edges inverted into the rectum. 
The sphincter ani muscle is then approximated with 
interrupted single 0 chromic suture, while an assistant 
inserts a finger into the rectum to feel the pull being 
made on the muscle. 

After the sphincter ani muscle is approximated the 
wound is again cleansed and a layer of interrupted 
single 0 chromic sutures is placed over the rectal tear 
to reinforce the purse string suture (Fig. 2). Allis 
forceps are placed at the fourchette to act as retractors 
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while the repair of the upper half of the rent is begun 
A continuous over and over suture is started in th 
vaginal mucosa at the apex D; three stitches are take: 
and then the long end of suture is placed over th: 
patient’s abdomen. The levator ani muscles are the: 
sutured with chromic 0 using interrupted stitches, th: 
overlying fascia is repaired likewise, the last sutur: 
near the rectum being left long to tie to the subcuticu 
lar line. Returning to the vaginal mucosa, the closur: 
is completed down to the hymenal ring and one mor 
stitch is started halfway towards the fourchette. A 
this point the over and over style is changed to a sub 
cuticular type, the next stitch going through mucou: 
membrane at E and coming out below the mucous 
membrane at F. All subsequent stitches are placed 
beneath the mucous membrane. These stitches are con 
tinued and finished at the lower end of the tear, th 
end of the suture is tied to the long end of the fascia 
suture mentioned above and the knot buried (Fig. 3). 

Postoperatively the patient receives 1 gm. of sulfa- 
diazine every 4 hours and 30,000 units of penicillin 
every 3 hours. A low residue diet is used and bowel 
movements are discouraged. On the morning of the 
fifth postoperative day 1 ounce of mineral oil is given 
and the dose is repeated that night. This is followed 
with an oil retention enema and the next day with a 
small soap suds enema. Patients then receive 2 drams 
of mineral oil three times daily for the rest of the 
hospital stay. At the end of 8 days patients are en- 
couraged to contract and relax the sphincter ani muscle. 

The results of the above routine in caring for these 
third degree lacerations have been encouraging. The 
introduction of the purse string closure as described 
merits consideration. 
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Hydrocephalus—A 


Cause of Dystocia 


Cc. J. MOUNT, III, D.O. 
Los Angeles 


Observing a patient in the state of complete ex- 


havstion or collapse which has occurred due to a 
prlonged neglected labor, rupture of the uterus, or 
bo a due to fetal hydrocephalus emphasizes the impor- 
ta: ce of early diagnosis and the proper management of 


1 cases. Also performing an unnecessary abdominal 
ion in a case of dystocia and delivering a hydro- 
ce halic infant certainly leaves “a bad taste in one’s 
ith.” More than one physician has ordered cesa- 


n 
re 1 delivery after but a cursory examination in cases 
o! obviously ineffective labor only to deliver a mon- 
si. sity to remind him for days, weeks, or months of 
th error in his judgement or of his carelessness. 
Undoubtedly, the early recognition and proper 
m:aagement of hydrocephalus has lowered the mater- 
na’ mortality rate since the turn of the century. Also 
modern obstetrics has taught the general practitioner 
that the pregnant woman needs careful study and ex- 


” 


amination before “leaving the case to Nature.” The 
tendency toward specialization and group practice in 
urban communities has improved obstetrical art. Today 
the pregnant woman is more likely to consult for her 
care a physician who is able to recognize and consider 
the possibilities of abnormalities, including hydro- 
cephalus. 

The routine practice of roentgen examination of 
the gravid abdomen and the expert interpretation of 
such studies seems to be a justifiable procedure in the 
management of any obstetrical case. This practice fol- 
lowed during the later weeks of pregnancy may prove 
invaluable in a majority of cases. Indeed, when one 
considers the wealth of information which can be 
elicited by this procedure, it would seem that the omis- 
sion of this phase of diagnosis might be construed as 
neglect or carelessness in view of modern medical 
knowledge. 

INCIDENCE 

A study of the available literature on hydro- 
cephalus fails to elicit from authoritative sources any 
basic facts which could be used for a statistical study. 
In most instances where writers quote statistics, they 
are considering fetal abnormalities in general; the 
object of this paper is a consideration of hydrocephalus 
alone. Furthermore, only those cases causing dystocia 
or those in which the hydrocephalus was recognized 
and treatment instituted before onset of labor will re- 
ceive attention in this paper. 

Significant statistics could be compiled only after 
review of hundreds of cases. Also it must be remem- 
bered that many cases of hydrocephalus escape all 
statistical studies. Few hydrocephalic fetuses expelled 
spontaneously before the fifth month of gestation would 
be recorded as such. “Apparently normal” infants 
sometimes develop hydrocephalus after birth, which is 
likely to mean that mild hydrocephalus was present at 
birth. Not a few infants with moderate-hydrocephalus 
are delivered without causing dystocia. 

A review of cases at the Los Angeles County 
Osteopathic Hospital was quite disappointing for in 
the 19 years of its existence there were recorded but 
7 cases which fell into the category of this discussion. 
In my own short obstetric experience I have had occa- 
sion to handle an additional 5 cases. Due to the fact 
that 3 of the County Hospital series occurred during 
the writer’s period of service it was anticipated that a 


greater number of cases would be available. Consider- 
ing the total number of births surveyed to find these 12 
cases, the inference would be that dystocia caused by 
fetal hydrocephalus is quite rare. Personal experience, 
however, does not substantiate this apparent fact. If 
all obstetricians have encountered the same proportion 
of cases that I have, it can be estimated that the inci- 
dence rate is one case of hydrocephalus for every 
600 births. 

There does not appear to be any correlation be- 
tween this condition and race, age, parity, or economic 
status. It seems as if a majority of cases should appear 
in charity clinics but the observations of renowned ob- 
stetricians will not bear out this relationship. 

ETIOLOGY 

The true cause of hydrocephalus is unknown. It 
would seem likely that heredity plays some part in the 
causative mechanism, and it is not impossible that 
syphilis may be a direct causative factor. Inasmuch 
as these two factors are named in many conditions of 
obscure etiology, it would seemi most reasonable that 
there be some other more concrete factors on which 
the etiology could be based. Many theories have been 
advanced,’ but none have been truly substantiated and 
none will quite explain all of any given series of cases. 
Some of the theories are listed below: 


1. Irregular distribution of the chromosomes 

2. Ovum changes during the blastula stage 

3. Abnormal implantation of the ovum 

4. Diseases of the sperm 

5. Diseases of the uterus 

6. Diseases of the chorion or amnion 

7. Chemical poisons in the maternal circulation 
8. Trauma to the maternal abdomen 

9. Worry, shock, or deprivation 

10. Physical, chemical, or thermic changes. 

Of all these theories it would seem that the 


possibility of chemical action of certain elements or 
toxins in the maternal circulation offers the best oppor- 
tunity for further research into the cause of hydro- 
cephalus. Various experiments in recent years have 
approached such an explanation. Recent discoveries 
regarding congenital defects of infants born to women 
who had rubella® during pregnancy may open an en- 
tirely new field for study along this line. The assump- 
tion that hydrops fetalis is caused by the presence of 
Rh antibodies in the maternal circulation’ brings to 
mind the suggestion that there may be some similar 
toxin or antibody which, when present, could cause 
hydrocephalus. 

In summarizing the various etiological possibilities 
it should be mentioned that hydrocephalus is frequently 
found following brain surgery. Hence, there is the 
possibility that intrauterine trauma is a likely etiologi- 


cal factor. 
PATHOLOGY 


The gross pathological study of a hydrocephalic 
monstrosity at autopsy usually shows the infant to 
have a rather puny trunk and extremities and often to 
exhibit other deformities, but the finding of a well- 
formed small face is usually constant. The vault of 
the cranium is enormously distended and the bones of 
the cranial wall separated. The amount of fluid within 
the skull may be as great as 10 to 15 pints and the 
circumference of the skull may exceed 30 inches. The 
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associated abnormalities most commonly found are 
spina bifida, talipes, and imperforate anus. 

On careful perforation an accumulation of fluid 
just beneath the scalp on the surface of the brain in 
the arachnoid space may be found. This is the condi- 
tion of external hydrocephalus. The brain substance 
is found considerably compressed on the floor of the 
skull. 

Most frequently, however, on perforation one finds 
that the accumulation of fluid is within one or more 
of the ventricles and the brain substance is compressed 
outward against the cranium until the thickness of the 
brain substance may not exceed a few millimeters. This 
is internal hydrocephalus. 

The mechanism of hydrocephalus appears to be 
one of obstruction, usually of the aqueduct of Sylvius 
or possibly of the foramina in the roof of the fourth 
ventricle. “The aqueduct may be occluded by a delicate 
veil-like membrane which is probably the result of a 
developmental defect, but may in some cases be due to 
slight intra-uterine inflammation.’”* There is also occa- 
sionally found the Arnold-Chiari malformation which 
prevents absorption of cerebrospinal fluid, “a congenital 
deformity of the hind-brain in which the brain stem is 
displaced through the foramen magnum plugging of 
which prevents absorption of cerebrospinal fluid.’* 
There may also be some defect in the choroid plexuses 
so that there is oversecretion of cerebrospinal fluid. 

After discussing the various pathological process- 
es by which hydrocephalus forms, the futility of the 
obstetrician’s attempting a live birth is realized. The 
inaccessibility of the developmental defects which are 
responsible for the accumulation of fluid and the tre- 
mendous destruction and atrophy of brain structure 

produced by pressure usually preclude corrective ther- 
apy and anything but a mere vegetative existence for 
the infant which might survive a corrective operation 
to overcome the obstruction. 


SYMPTOMATOLOGY 


Symptoms suggestive of a hydrocephalic monster 
in utero may be absolutely absent until labor has become 
obstructed. One symptom does appear, however, in 
many of the cases. Hydramnios may be present. It 
may develop quite rapidly, or it may be quite a slow 
process during the last few months of pregnancy. 
Severe hydramnios may cause such symptoms as inter- 
ference with breathing and pain from pressure. Not 
infrequently symptoms of mild preeclampsia develop. 
Near term, anuria from pressure may be present with 
marked edema and elevated systolic pressure. One other 
symptom suggesting hydrocephalus to the alert ob- 
stetrician is that the patient may notice a peculiar 
contour to the abdomen or the presence of the large 
globular mass high in the fundus. which would suggest 
a hydrocephalic monster presenting by the breech. 


DIAGNOSIS 


The presence of severe hydramnios may preclude 
adequate abdominal examination. Inspection of the 
abdomen not exhibiting hydramnios may reveal 
very suggestive findings. In cephalic presentations the 
appearance of an infraumbilical mass simulating an 
overdistended urinary bladder is typical. The presence 
of Bandl’s contraction ring may be considered, par- 
ticularly if labor has been prolonged. The large globu- 
lar mass in the fundus is of course very suggestive in 
breech presentation. 

Palpation of the mass, whether in vertex or breech 
presentation, will show that it is ovoid, softer than the 
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normal skull, and compressible like a fluid filled sac. 
The head cannot be depressed into the pelvis in vertex 
presentation. A peculiar crackling sensation that re- 
sembles that resulting from compression of a celluloid 
ball can be elicited by pressure upon the skull according 
to Williams.°® 

Rectoabdominal examination may reveal great gap- 
ing suture lines when the presenting part can le 
reached. A true evaluation of the massive size of the 
head can be made in this manner. 


Although breech presentation in connection with 
hydrocephalus is more frequent than usual, one wou | 
not suggest a diagnosis on this finding alone. The use 
of a pelvimeter on the maternal abdomen to measuie 
the fetal head seems practical, for in moderate hydro - 
cephalus, the diameter of the widest portions of the 
fetal head that can be reached may not be much greater 
than the pelvic mid-plane. Using the pelvimeter an] 
making allowances for maternal structures in mult - 
parae with very flaccid abdominal walls and where the 
outlines of the head can be identified, one may detect 
the presence of cephalopelvic disproportion which is 
not obvious as in massive hydrocephalus. 

After the first stage of labor has begun hydro- 
cephalus may still be unsuspected because carelessnes: 
on the part of the attendant may result in but a quick 
rectal examination to determine the amount of dilata- 
tion. Only after labor has been in progress for hour: 
will he realize that he is dealing with a case of truly 
obstructed labor. The bag of waters may rupture at 
the onset of labor and the pressure on the fluid filled 
head may simulate unruptured forewaters. Contrary 
to expectation, vertex presentations may dilate rapidly 
to 6 or more centimeters before labor becomes ob- 
structed. In breech presentations, dilatation may be 
rapid and sufficient to pass the usual puny trunk and 
extremities. In this case, should an associated anomaly 
be present, it will be visible and one should be reminded 
that this frequently indicates hydrocephalus. The usual 
thought that presents itself when a relatively small 
trunk and extremities are passed and extraction of the 
head is not possible is that the condition is one of 
multiple pregnancy with locked heads. Abdominal ex- 

amination alone may rule out this possibility or more 


surely a vaginal examination will disclose the presence 
of hydrocephalus. 


In vertex presentations labor is more often neg 
lected. A moderate amount of dilatation oecurs and 
then progress ceases. Exhaustion and rupture of the 
uterus become progressively more likely as time passes 
Tetanic contractions and the resulting contraction ring 
usually occur first. The abdomen becomes exquisitely 
tender over the lower uterine segment. The patient 
begins to appear quite ill. There is, typically, the ap- 
pearance of apprehension, differing from most labors. 
The patient progressively becomes apathetic and ex- 
hausted. She may not complain of uterine pain but 
rather of severe backaché. The fetal head becomes 
wedged into the pelvic cavity as Nature tries to over- 
come the obstruction. The head may actually rupture : 
however. it is usually the uterus which ruptures. Mater- 
nal death may occur, for in the hands of a careless 
physician, rupture would probably be overlooked for 
a long period. Occasionally, after hours or days of 
labor, the hydrocephalic head is impacted deep in the 
pelvic cavity, sometimes actually on the perineum and 
in these cases a distressing amount of vulvar edema 
will be seen. The bladder will be compressed to the 
point of complete anuria or rupture. These neglected 
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parturients will undoubtedly be obstetrical cripples if 
they survive rupture or sepsis. 


TREATMENT 


All attention must be directed toward the mother 
y thout any consideration whatsoever for the infant. 
tal salvage is almost nil as was indicated earlier in 
. discussion of pathology. The birth of a doomed 
fant at the expense of a mother’s life is certainly 
t desirable nor is the careful preservation of a moron 
‘ich will spend its life in swaddling clothing or 
‘upy a bed in a mental institution at untold expense 
r family or state.*® 

Cesarean section is absolutely contraindicated ex- 
ot in the presence of central placenta previa and 
solute contraction of the pelvis. Where the con- 
gate vera is 5.5 cm. or less, pelvic delivery will be 
possible. 

Management of the case where diagnosis has been 
ry ade before term and before the onset of labor will 

obably be easier for all concerned if competent con- 

ltation is obtained. The method of treatment should 
e perforation of the hydrocephalus and induction of 
abor. This should be done under the most rigid of 
sterile technics and under adequate anesthesia. If the 
vertex presents and slight dilatation exists, a perfora- 
tor or trocar may be passed through the cervix while 
an assistant immobilizes the head over the pelvic inlet. 
If the head is inaccessible by way of the pelvis an 
abdominal tap is neither dangerous nor difficult. A 
large gauge spinal needle can be used to perforate the 
head through the abdominal and uterine walls. Reduc- 
tion of the size of the fetal head usually results in rup- 
ture of the amniotic sac and initiation of labor. If labor 
does not ensue, the use of a hydrostatic bag may pro- 
duce satisfactory results or, if desired, medical induc- 
tion may be attempted. Labor thus induced is allowed 
to progress normally with all consideration for the 
mother’s comfort and protection from injury. 

When the diagnosis is made after the onset of 
labor and the dilatation has progressed to 6 or more 
centimeters, perforation of the vertex presentation is 
quite easy. Ordinary scissors, perforator, cannula, 
hook, or scalpel may be used to perforate the head. 
However, the use of the basiotribe can be used to 
advantage in these cases for not only is perforation 
and drainage of the head obtained but also multiple 
fractures of the base of the skull are produced as the 
head is compressed. Also, this instrument offers a firm 
grasp for extraction and aids in completing the dilata- 
tion much as does a hydrostatic bag. Should this instru- 
ment not be available, the perforating instrument should 
be vigorously manipulated within the head to destroy 
the brain of the infant." The use of Willett’s forceps 
on the head will then facilitate and hasten dilatation and 
delivery. 

After labor has progressed and the case presents 
by breech, one has the choice of converting it to a 
double footling or insertion of a hydrostatic bag. Usu- 
ally when both feet are pulled into the vault and labor 
allowed to progress further it will be but a short period 
before the entire trunk and extremities are expelled. 
Difficulty then arises as to the method of perforation of 
the head. One should not make vigorous attempts to 
squeeze the head through the pelvis as in ordinary 
breech presentations for irreparable damage to maternal 
soft tissues may result as well as delivery of a live 
monstrosity. Delay with the head arrested is a com- 
mendable procedure when this condition exists.1* The 
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problem of perforation of the head may be solved by 
any one of the following technics: 

1. The basiotribe may be applied in vertex pres- 
entations in which case the center blade or perforator 
is forced through the occipital plate and the other two 
blades applied over the head and the skull thus crushed. 
The dangers of injury to the maternal soft parts is 
greater when using this procedure as the cervix may 
not be completely dilated or the perforator may slip 
and perforate maternal soft tissues. Another disadvan- 
tage in electing this procedure is that the instrument is 
used so infrequently that it is not readily available and 
extra time may be consumed in preparing it. 

2. Perforation through the roof of the mouth is 
an acceptable procedure when the body can be raised 
over the symphysis. However, the head may be out of 
reach except by endangering the mother considerably. 
This procedure has the advantage that the perforator 
is within the mouth and should it slip, the maternal 
soft tissues will not be injured. 

3. Gustafson’s technic consists of making a small 
skin incision on the fetal neck and tunneling under the 
skin to the occipital bone with a perforating instrument 
and then going into the skull through the occipital plate. 
This procedure seems to avoid the problem of maternal 
injury by a slipping perforator because protection is 
afforded by the infant’s skin. This procedure in the 
hands of its advocate evidently gave good results, but 
it is relatively time consuming.® 

4. The ordinary obstetrical hook may be used to 
perforate the head passing it through the cervix up 
alongside the head and forcing the instrument through 
a fontanel, orbit, or temporal bone. The disadvantage 
of this procedure is that it is all intrauterine maneuver- 
ing which increases the chances of injury to maternal 
soft parts and the possibility of introducing sepsis. 

5. Incision through the arch of the cervical verte- 
brae and passing a metal catheter through the foramen 
magnum into the skull seems to be a successful proce- 
dure and there is little danger of injuring maternal 
soft tissues. The fluid drains quite slowly however.° 

6. The use of vaginal dressing forceps after per- 
formance of a laminectomy high up on the fetal neck 
has the advantage that in inserting the dressing forceps 
and passing them into the skull the opening can be 
widened considerably and drainage will be much 
faster.** 

7. Spinal puncture on the infant might be success- 
ful in some cases but it would take several hours for 
several thousand cubic centimeters of fluid to run out. 

Regardless of the procedure used there are two 
essentials of treatment: First: that there be no injury 
to the maternal tissues and that every possible precau- 
tion be used against such injuries, and second: that 
maceration of the brain tissue be performed." 

Treatment of patients of the Catholic faith may 
cause some difficulty as the Church strictly forbids 
craniotomy on a living baby. Although there is no 
specific ruling on delivering the child following a para- 
centesis, this procedure is approved by moralists of 
the Church. Furthermore the Catholic moral doctrine 
requires that after delivery following paracentesis all 
ordinary means such as food, reasonable care, etc. must 
be employed to keep the child alive. Extraordinary 
means which entail extraordinary expense the parents 
cannot afford are not obligatory. Ecclesiastical opinion 
does not require cesarean section peremptorily in cases 
of dystocic hydrocephalus.?® 

Management where craniotomy is forbidden can 
be accomplished by performing an internal podalic 
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version and delaying delivery until the fetus is non- 
viable.*° There should be no compunction about per- 
forating the head of a nonviable fetus. Subjecting the 
mother to the dangers of version for this reason alone 
would seem very poor obstetrics unless it could be per- 
formed without danger and quite easily. 

Inasmuch as the Catholic doctrine requires that 
every dying infant be baptized, inasmuch as intrauter- 
ine baptism may be performed using a syringe, and 
inasmuch as the baptism may be performed by anyone, 
regardless of race or creed, this act should be per- 
formed by the attendant to lessen the shock, sorrow, 
and grief of those of the Catholic faith.1’ Bearing these 
factors in mind one should not perform a cesarean 
section upon the insistence of the patient or her family 
but according to Titus* “withdraw from the case.” 

PROGNOSIS 

The maternal mortality rate should be no greater 
in the properly managed case of hydrocephalus causing 
dystocia than in any forceps operation provided that 
proper management implies early diagnosis and initia- 
tion of treatment. 

The prognosis for the infant is almost 100 per 
cent fatal. Few infants survive more than a few days. 
Those unfortunate enough to survive are usually 
doomed to a life of idiocy and a vegetative existence. 

The maternal morbidity is proportionate to the 
length of labor before diagnosis was established. 
Attempts to apply obstetric forceps frequently result 
in extensive lacerations of the birth canal as well as 
bladder injuries. Neglected patients frequently develop 
vesicovaginal or uterovesical fistulas. Urinary incon- 
tinence due to urethral injuries and urinary infections 
are not uncommon. Postpartum hemorrhage is quite 
frequent following hydrocephalic dystocia. Partial rup- 
ture of the lower uterine segment or cervical lacerations 
are the most common cause of bleeding. Those cases 
exhibiting marked hydramnios are also prone to hemor- 
rhage because of atony of the uterine musculature from 
overdistention. Inversion of the uterus, either partial 
or complete, may be encountered. Slipping of the 
basiotribe or other instruments at the time of crani- 
otomy may cause troublesome lacerations. 

The most usual cause of death of the mother is 
rupture of the uterus. Obviously some patients may 
be successfully operated upon after rupture, but inas- 
much as carelessness in the diagnosis preceded the 
uterine rupture, it seems unlikely that the rupture 
would be recognized when it did occur. Sepsis and 
postpartum hemorrhage are causes of death in these 
cases. The newer antibiotics and the use of whole blood 
in copious quantities have probably lowered the death 
rate from these causes to a minimum. 

SUBSEQUENT PREGNANCIES 

It would seem not unlikely from an etiological 
standpoint that this condition should recur in subse- 
quent pregnancies. There is no direct evidence to sup- 
port this statement but rather to disprove it. My 
patients were, in all but two instances, multiparae with 

other children living and well. Some have since been 
delivered of seemingly perfectly normal infants. The 
two primiparae in my series have both subsequently 
given birth to infants without anomalies. 
CASE HISTORY 

(Summary of a typical case encountered on the 
Obstetrics Service of the Los Angeles County Osteo- 
pathic Hospital. ) 

An 18 year-old primigravida with history of spon- 
taneous rupture of membranes with onset of severe 
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labor 34 hours previously was admitted to the hospital 
April 1, 1946. She had previously been taken to a 
private hospital where labor was extremely painful 
and ineffective. Due to inadequate financial resources 
for cesarean delivery she was transferred to this inst- 
tution for care, being told that infant was too large 
for normal delivery. 


On admission pulse was 106, respiration 27, ten- 
perature 99.8 F., and blood pressure 110 systolic, 72 
diastolic. The uterus was in a state of tetanic contra - 
tion and exquisitely tender. There was a slight bloody 
vaginal discharge and rectal examination revealed ver- 
tex presentation, station 0, dilatation 7 cm., and 70 per 
cent effacement. The fetal heart beat, rate 132, was 
elicited in lower right quadrant. 


Results of Wassermann tests were positive (wit 
3 positive and 1 doubtful samples being obtained durin;; 
postpartum period). 


Roentgenological examination showed singl: 
fetus with an enormous head presenting. 


Urinalysis revealed 3 plus albumen and the pres- 
ence of numerous pus, epithelial, and red blood cells 
The patient was unable to urinate. 


The blood count was 4,800,000 erythrocytes and 
21,400 leukocytes with 91 per cent polymorphonuclea~ 


cells and 9 per cent lymphocytes. Hemoglobin was 95 
per cent. 


Obstetric history revealed few significant factors. 
The last normal menstrual period occurred June 28. 
1945. Nausea and vomiting were noted during the firs! 
trimester of pregnancy and some edema during last 
2 or 3 weeks. One brother had a child with a congenital 
deformity (absence of rectum). 

The patient was taken to the delivery room where 
under pentothal sodium anesthesia an obstetric hook 
was used to perforate the fetal skull. After the 
skull collapsed traction was exerted on the hook. The 
cervix rapidly dilated and a 6 pound, 3 ounce nonviable 
hydrocephalic monster was delivered. No other anom- 


alies were noted. Approximately 1000 cc. of fluid were 
removed prior to extraction. 


The postpartum period was relatively uneventful. 
The urine was essentially normal by April 5, 1946. 
The patient was discharged from the hospital in good 
condition on April 10. She failed to keep her appoint- 
ment at the postnatal clinic. 


512 N. Larchmont Blvd. 
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Book Notices 


THE CIBA COLLECTION OF MEDICAL ILLUSTRATIONS. 
A compilation of Pathological and Anatomical Paintings prepared by 
Frank H. Netter, M.D. Cloth. Pp. 222, with illustrations. Price 
$6.50. Ciba Pharmaceutical Products, Inc., 510 Morris Avenue, Summit, 
N. J., 1948. 

For several years Ciba Pharmaceutical Products, Inc., 
Summit, N. J., has distributed to physicians portfolios of 
anatomic and pathologic charts, prepared by Frank H. Netter, 
M.D., which have been widely acclaimed by the profession. 
Now the 191 charts distributed through 1948 have been assem- 
led in book form and made available to physicians at a price 
which covers merely the cost of printing and binding. 


Perhaps the outstanding quality of these charts derives 
from the fact that the artist represents the unusual combina- 
tion of trained artist and physician. Before he entered medical 
school, he had studied at the National Academy of Design 
(New York) and the Art Students’ League, and while in 
iedical school he illustrated medical books and articles. After 
he entered private medical practice, demands for his medical 
illustrations continued, and finally he devoted himself entirely 
to that field. During World War II, as member of the Army 
Medical Corps, he was responsible for illustrating many of the 
\rmy training manuals. This twofold background has given 
him the knowledge of what to stress in each chart and what 
to underplay and the skill to accomplish what he set out to do. 


Dr. Netter has himself prepared a page of explanatory 
matter to precede each section of the book, and each plate 
is accompanied with a concise description prepared by a phy- 
sician who is an authority on the subject illustrated. The color 
insert facing this page is a sample of the fine workmanship 
which characterizes this book. 


A more extensive review appeared in the April, 1949, 
Journat. As stated there, this handsome volume will be of 
great value to every physician, surgeon, and medical student. 


HOW TO BECOME A DOCTOR. By George R. Moon, A.B., 
M.A., Examiner and Recorder, University of Illinois, College of 
Medicine, Dentistry and Pharmacy. Cloth. Pp. 132, with illustrations. 
Price $2.00. The Blakiston Company, 1012 Walnut St., Philadelphia, 
1949, 


This small volume of 132 pages satisfies the demand 
for summarized information and practical advice about the 
healing arts, which can be used by counselors in colleges 
and high schools and by young men and women planning 
to enter the general health field. Mr. Moon has had long 
experience in advising preprofessional students and profes- 
sional students in medicine, dentistry and pharmacy. His 
very readable book contains pertinent information about the 
general field of medicine and osteopathy, dentistry, veterinary 
medicine, pharmacy, optometry, chiropody, occupational ther- 
apy, hospital administration, the field of science and medical 
illustrating. 


The academic requirements and personal qualifications for 
each of the fields of the healing arts are intelligently dis- 
cussed. Good practical advice is given to the preprofessional 
student in such matters as how to choose undergraduate and 
professional colleges and how to make applications. Mr. 
Moon points out the importance of the interview with the 
admissions committee of the professional college. In his 
chapter on “The Admissions Committee and How It Operates” 
he frankly discusses how the applicant can size up his chances 
of being admitted to a professional college. 


: The handbook lists all accredited schools in the various 
fields of the healing arts and gives a brief description of each 
of the colleges. 

“How to Become a Doctor” should be in the hands of 
every high school counselor, premedical adviser, chairman 
of professional college admissions committee, and physician 
who is interested in taking part in student selection programs. 

Lawrence W. MILLs, 


Vocational Director, American 
Osteopathic Association. 


HANDBOOK OF DISEASES OF THE SKIN. By Richard L. 
Sutton, M.D., Emeritus Professor of Dermatology and Syphilology, 
University of Kansas Medical School, and Richard L. Sutton, Jr., M.D., 
Associate Professor of Dermatology and Syphilology, University of 
Kansas Medical School. Cloth, Pp. 750, with illustrations. Price 
$12.50. The C. V. Mosby Company, 3207 Washington Blvd., St. Louis 
3, 1949. 


This is not another edition of a textbook previously pub- 
lished by the Suttons. It is an entirely new text that is more 
complete than their previous texts of the smaller type. Their 
book, “Introduction to Dermatology,” is antiquated by this 
Handbook. While this new text is designed as a handbook, 
it is a complete and thorough text. Certainly it covers the 
needs of the general practitioner. It deals with not only the 
more common types of skin diseases, but also the unusual and 
rare types. It is excellent on pathology for general practi- 
tioners, but the pathologic discussions are not complete enough 
to be of much value to a pathologist. Treatment is up to date. 


This book is not as easily read as are some of the other 
dermatologic texts because of the habit of the Suttons of 
breaking into all their explanations with quotations and ref- 
erences. This makes for rather difficult reading and may 
become a bit confusing to the physician who is not used to 
making use of references. 


The section on dermatoses due to bacteria is particularly 
good; it covers not only the diseases commonly found in the 
United States but also those seen in the tropics. The derma- 
toses accompanying metabolic disturbances are especially well 
described. If one has been using a text by Sutton and Sutton, 
the reviewer would certainly advise that it be replaced with 
this new book. 

A. P. D.O. 


SAFEGUARDING MOTHERHOOD. By Sol T. De Lee, M.D., 
Clinical Instructor of Obstetrics and Gynecology, University of Illinois; 
Attending Obstetrician at the Chicago Maternity Center; Former Asso- 
ciate in Obstetrics and Gynecology, Cook County Hospital. Cloth. Pp. 
136, with illustrations. Price $2.00. J. B. Lippincott Company, 227 
S. Sixth St., Philadelphia, 1949. 

The author, a nephew of the famous Joseph B. De Lee 
who made such notable contributions to methods of safeguard- 
ing motherhood, has prepared a book for the woman who 
wishes to learn the proper way to care for herself during her 
pregnancy. It presents in clear, nontechnical language the 
important facts regarding the physical processes involved in 
pregnancy and labor, in order that the prospective mother 
may understand the reasons for her physician’s suggestions 
and cooperate more fully with him. It attempts to explain to 
the primipara the significance of the new sensations which 
she will experience, pointing out those which should always be 
reported to the physician in charge. Much attention is given 
to popular superstitions to put the patient’s mind at ease and 
spare her needless worry. Specific instructions are given 
regarding diet, exercise, travel, arrangement for hospital ac- 
commodations, purchase of the layette, articles to be taken 
to the hospital by the mother, and many other details; there 
are suggestions to the prospective father as to his part in 
preparing for the arrival of the offspring. The 42 illustrations 
have been prepared by an accomplished medical artist and 
add greatly to the value of the book. 


“Safeguarding Motherhood” can be recommended by the 
physician to every prospective mother to supplement his advice, 
give her accurate information, and allay needless fears. 


DEEP MASSAGE AND MANIPULATION ILLUSTRATED. By 
James Cyriax, M.D., B. Ch. (Cantab.), Physician to the Department 
of Physical Medicine, St. Thomas’ Hospital, London. Ed. 3. Cloth. 
Pp. 278, with illustrations. Price $5.00. Paul B. Hoeber, Inc., 49 E. 
33rd St., New York 16, 1948. 


This book is designed for physical therapists to teach 
them a technic of applying deep—that is, painful—massage to 
restore mobility to a deeply situated soft tissue structure. In 
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addition, a technic for inducing relaxation of unstriated 
muscle is described and illustrated. The technics are clearly 
described and the illustrations are good, but it is doubtful 
that the book would be of interest to any one with a thorough 
grounding in the principles and practice of manipulative 
therapy. 


DIABETIC MANUAL for the Doctor and Patient. By Elliott P. 
Joslin, M.D., Sc.D., Clinical Professor of Medicine, Emeritus, Harvard 
Medical School; Medical Director, George F. Baker Clinic at New 
England Deaconess Hospital; Consulting Physician, Boston City Hos- 
pital, Boston, Mass. Ed. 8. Cloth. Pp. 260, with illustrations. Price 
$2.50. Lea & Febiger, Washington Square, Philadelphia, 1948. 

Dr. Joslin’s manual has long been recognized as an excel- 
lent guide for the diabetic patient and his physician, but the 
author has never let its obvious points of excellence blind 
him to the possibilities for improvement. Hence each of the 
editions has been rather extensively revised to keep the text 
abreast of the latest developments. In the present revision 
the additions concern chiefly the new modified protamine zinc 
insulin and the studies reported from Canberra, Australia, on 
uric acid diabetes and the parts played by alloxan, uric acid, 
and glutathione in causation and prevention of diabetes. Much 
of the text has been considerably rewritten. The language and 
the statements are not over the head of the ordinary diabetic 
patient. There seems to be justification for the statement in 
the advertising leaflet, “Dr. Joslin’s Manual should be the 
physician’s first prescription for the diabetic.” 


CORNELL CONFERENCES ON THERAPY. Edited by Harry 
Gold, M.D., Volume 3. Cloth. Pp. 337. Price $3.50. The Macmillan 
Company, 60 Fifth Avenue, New York, 1948. 

The conferences reported in the third volume of this 
series follow the general style of those reported in the first 
two volumes (reviewed in THe JourNAL for October, 1946, 
and April, 1947). Each report consists of introductory remarks 
by experts in the field, followed by free and informal par- 
ticipation of the audience, composed of general practitioners, 
specialists, surgeons, teachers, interns, medical students, nurses, 
and pharmacists. Fifteen conferences are reported in the 
present volume: The Dose of a Drug; An Optimal Routine 
for the Management of Congestive Failure; Uses of Strepto- 
mycin; Uses of Protein Hydrolysates; Management of Peptic 
Ulcer with Protein Hydrolysates; Treatment of Pneumonia; 
Treatment of Barbiturate Poisoning; Therapeutic Uses of 
BAL; Treatment of Hepatic Insufficiency; Management of 
Pain Due to Muscle Spasm; Treatment of Thrombophlebitis ; 
Treatment of Alcoholism; The Rational Use of Cathartic 
Agents (two conferences); and Treatment of Infections of 
the Genitourinary Tract. 


PLASTIC SURGERY OF THE NOSE. By Albert P. Seltzer, 
M.D., M.Sc. (Med.), Se. D., F.LC.S., F.A.C.S., Associate in Oto- 
laryngology, Graduate School of Medicine, University of Pennsylvania; 
Assistant Otolaryngologist, Mt. Sinai Hospital, Philadelphia; Associate 
Chief in Ear, Nose and Throat, St. Luke’s Medical Center, Philadelphia; 
Chief of Staff in Plastic and Maxillofacial Surgery, Douglass-Mercy 
Hospital, Philadelphia; Chief of Plastic and Reconstructive Surgery, 
Community Hospital, Philadelphia. Cloth. Pp. 306, with illustrations. 
Price $12.00. J. B. Lippincott Company, East Washington Square, 
Philadelphia, 1949. 

After an opening page in which two egregious errors in 
linguistics confront the reader (the word “nose” does not 
have the same stem in all known European tongues, and 
ancient Sanskrit was definitely not the ancestor of these 
modern languages!), the author gets down to the business of 
writing a good book on rhinoplasty and other reparative 
surgical procedures on and about the nose. These procedures 
are developed from a sound knowledge of general surgery. 


The first chapter, History, is not a particularly pre- 
possessing introduction to this work, probably merely an 
attempt to observe the proprieties of textbook preparation, 
which could be omitted without detracting from the worth of 
the book. The next two chapters, The Nose and the Fine Arts 
and The Nose in Physical Anthropology, serve both as an 
apology for rhinoplasty and as a statement of the goal to be 
achieved. The succeeding chapters on the anatomy, embryology, 
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and physiology of the nose provide a review of the basic 
facts underlying the operative procedures. The rest of the 
book is devoted to technics: preliminary and postoperative 
measures, making a facial mask, instruments, grafts and their 
preparation, typical rhinoplasty, submucous resection of the 
septum, saddle nose, nasal deformities, restoration of the 
subtotal and total loss of the external nose, surgery about 
the nares, cleft lip, postoperative complications, and the 
causes and prevention of the unsuccessful: operation. Illustra- 
tions of high quality, many in color, clearly supplement the 
described technics. 

The otorhinolaryngologist and the general surgeon will 
both find this work a valuable guide. 


MANUAL OF CLINICAL LABORATORY METHODS. By Opal 
E. Hepler, Ph.D., M.D., Associate Professor of Pathology, North- 
western University Medical School; Director of the Clinical Labora 
tories of the Montgomery Ward Clinics and Passavant Memorial 
Hospital; Consultant in Clinical Pathology at Children’s Memorial 
Hospital, Chicago, Illinois. Ed. 4. Cloth. Pp. 387, with illustrations 
Price $8.50. Charles C. Thomas, Publisher, 301-327 East Lawrence Ave., 
Springfield, 1949. 

In the 14 years that the predecessors of this manual have 
been available in planograph form (this is the first edition 
to be published in standard form) it has become recognized 
as one of the most valuable manuals of methods in clinical 
pathology. More than that, these loose leaf predecessors were 
valuable sources of information on the laboratory side of 
pathology, easy to use, and frequently much more likely to 
supply a concise and accurate answer to some puzzling question 
than some of the standard textbooks on pathology. It is 
therefore a pleasure to see this manual in its present attractive 
form. The commendable features of the earlier editions have 
been retained, and they are now supplemented with more 
extensive and better executed illustrations and more easily 
read type faces. 

Clearcut and orderly arrangement is an outstanding char- 
acteristic of the book. The discussion of each test follows a 
standard pattern: principles of the test, various steps (in the 
order of performance), calculation of results, interpretation 
and significance, and sources of error. The author does not 
attempt to make the discussion of interpretation and signifi- 
cance of the tests as complete as that in a textbook; it is 
inserted for the purpose of stimulating the interest of the 
clinician, since it is obvious that an intelligent technician will 
do better work if he understands the use that will be made 
of the product of his efforts. 


A TREATISE ON CONTEMPORARY RELIGIOUS JURIS- 
PRUDENCE. By I. H. Rubenstein of the Illinois Bar. Cloth. Pp. 120. 
Price $2.50. The Waldain Press, P.O. Box 97, Chicago 90, 1948. 

The title of this book would hardly suggest to the 
average physician that it contains material of considerable 
interest to him, and the physician might therefore overlook 
some medicolegal matter which it would behoove him to know. 
In the preface the author states: “The purpose of this treatise 
is to clarify and state the civil and criminal legal aspects of 
the major polemical tenets of fortune telling, faith healing 
and pacificism. The conflict of these tenets, particularly in their 
public expression in actual practice with respect to public 
morals, public health, public welfare and national safety will 
always be one of the most important and pressing legal prob- 
lems which prevail in any civilization. These tenets, one or 
more, and in various forms, are exploited by most, if not 
by all, of the contemporary sects.” 

The second chapter, dealing with the legal aspects of 
faith healing, is of particular interest to the physician. Both 
criminal and civil aspects are considered. The criminal aspects 
concern the question of th conflicts of the practice of faith 
healing with the public health statutes and medical practice 
acts, the criminal responsibility of faith healers and that of 
parents or other persons in charge or custody of infants, 
dependents, invalids, and aged persons who do not furnish 
them with necessary legal care. The civil aspects of faith 
healing deal with the legal rights, remedies, and disabilities 
of Christian Scientists. The problems are important to the 
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physician in order that he may know his rights and the legal 
means at his disposal to protect himself and his profession 
against the attacks of fanatics and religious zealots. 


ATLAS OF HUMAN ANATOMY. By M. W. Woerdeman, M.D., 
F.R.N.A.Se., Professor of Anatomy and Embryology and Director of 
the Department of Anatomy in the University of Amsterdam. Volume 
1. Cloth. Pp. 534, illustrated. Price $12.50. The Williams & Wilkins 
Co., Mt. Royal and Guilford Aves., Baltimore, 1948. 

This first volume of a proposed three volume atlas is de- 
voted to osteology, articulations, and musculature. It has a 
number of features to recommend it. In the first place, an 
ttempt has been made to provide true representations of the 
parts illustrated and to avoid any diagrammatic drawings. 
Each plate shows details derived from only one dissection and 
hus depicts a concrete example with all its individual features. 
\ll details, including those visible only by means of a lens, 
have been faithfully reproduced. In the second place, both 
right and left organs are illustrated. Although most of the 
figures have been drawn from dissections of the adult body, 
specimens from children have been reproduced when the struc- 
ture of an organ in the child differs to any extent from that in 
ihe adult. Color has been ‘introduced only when absolutely 
necessary. Latin terminology is used almost exclusively, in the 
main that of the Basle nomenclature (B.N.A.) ; even the leg- 
ends to the plates are in Latin, with translations into English in 
most instances. Although there are few if any typographical 
errors, there is a rather long list of errata, which should cer- 
tainly be consulted before one uses the book. It is to be hoped 
that these can be eliminated in future printings. 


MUSCLES, Testing and Function. By Henry O. Kendall and 
Florence P. Kendall, Physical Therapy Department, Children’s Hospi- 
tal School, Baltimore, Maryland. Cloth. Pp. 278, with illustrations. 
Price $7.50. The Williams & Wilkins Company, Mt. Royal and Guilford 
Aves., Baltimore, 1949. 


Ideally, muscle testing should be done by some mechanical 
device that will eliminate the subjective element, but no ma- 
chine is yet available that can both measure muscle strength 
and properly position the part, direct pressure (or resistance, 
as it is generally called) and detect muscle substitutions. Hence 
manual muscle testing remains an essential part of physical 
diagnosis of muscular disorders, and on its results therapy 
must be based; it is essential in differential diagnosis of many 
neuromuscular disorders; and it frequently provides an index 
as to prognosis. In this book the physician, surgeon, physical 
therapist, occupational therapist, and physical educator are 
given a detailed description of test procedures and a statement 
of the functional significance of weakness and/or contracture 
of the muscles tested. Each procedure is illustrated with a 
photograph of professional quality showing the performance 
of the test. In addition, there are model forms for the record- 
ing of results and diagnostic charts for peripheral nerve 
injuries. 


AN INTRODUCTION TO GASTRO-ENTEROLOGY. By Walter 
C. Alvarez, Professor of Medicine, University of Minnesota, The 
Mayo Foundation, and a Senior Consultant in the Division of Medicine, 
the Mayo Clinic; Author of ‘Nervousness, Indigestion and Pain.” 
Ed. 4, revised and enlarged. Cloth. Pp. 903, with illustrations. Paul B. 
Hoeber, Inc., 49 E. 33rd St., New York City, 1948. 


Dr. Alvarez’ textbook on gastroenterology, now appearing 
in its fourth edition, has become accepted as a classic in its 
field. The third edition was very favorably reviewed in THE 
Journat for March 1941, and the present edition retains the 
features that made its predecessor valuable, in addition to 
adding new features of value. More than 400 books and articles 
appearing since 1940 have been abstracted for inclusion in the 
book, and the bibliography now contains approximately 2,800 
titles. Considerable amounts of new material have been added 
to the chapters on the pylorus, the nerves running to the 
bowel, the nerves of the gallbladder, the functions of the colon, 
flatulence, the electroenterogram, and technical methods and 
apparatus. There is also much information regarding the 
effects of vagotomy in man. 

Dr. Alvarez writes skillfully and interestingly, but, un- 
fortunately, the book bears traces of heavy-handed “editing.” 
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AN INTRODUCTION TO PHYSICS IN NURSING. By Hessel 
Howard Flitter, R.N., M.A. Paper. Pp. 179, with illustrations. Price 
$3.25. The C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, 
1948. 


This is a compact, inexpensive, and excellent nonmathe- 
matical introduction to physics for nurses or other students 
of an ancillary medical science. The illustrative material is 
taken from nursing technics and is intended to give the pros- 
pective nurse an apperceptive basis on which to build a 
knowledge of these technics and procedures, which otherwise 
would have to be learned mechanically and applied routinely. 
The subject is divided into 8 units, each of which is sub- 
divided into a number of discussions (22 in all); each unit is 
carefully summarized, and guide questions for study and 
bibliographic references are provided to facilitate mastery of 
the unit. Eighteen laboratory exercises and a glossary complete 
the book. 


PLASTER OF PARIS TECHNIC. By Edwin O. Geckeler, M.D., 
Professor of Orthopaedic Surgery, and Chief of the Fracture Service, 
Hahnemann Medical College and Hospital, Philadelphia; Fellow of the 
American College of Surgeons; Fellow of the American Academy of 
Orthopaedic Surgeons; Fellow of the American Association for the 
Surgery of Trauma; Diplomate of the American Board of Orthopaedic 
Surgery. Ed. 2. Cloth. Pp. 220, with illustrations. Price $3.00. The 
Williams & Wilkins Company, Mount Royal & Guilford Aves., Balti- 
more, 1948. 


For general use in conditions requiring immobilization 
nothing has been found better than plaster of paris, but 
little has been written about its proper use. Curriculums 
provide little or no instruction in this important branch of 
surgery, and the doctor must learn almost by the trial and 
error method how to apply plaster casts. Geckeler’s book, 
now in its second edition, therefore fills a real need. It 
provides detailed instructions in every detail of preparation 
and application of plaster bandages, including “pattern plaster,” 
widely used abroad. Every step in each procedure is illustrated 
with well-chosen and well-reproduced illustrations. There are 
a short list of bibliographic references and an index. 

This book merits widespread use. 


THE CLINICAL MANAGEMENT OF VARICOSE VEINS. By 
David Woolfolk Barrow, M.D., Lexington, Kentucky. Cloth. Pp. 155, 
with illustrations. Price $5.00. Paul B. Hoeber, Inc., 49 E. 33rd St., 
New York City, 1948. 

On the basis of observations of the patients or study 
of the records in approximately 2,500 cases of varicose veins, 
Barrow has written a detailed and practical guide to diagnosis, 
treatment, and after-care of the varicose lower extremity. 
Although varices occur elsewhere than in the leg, such 
lesions are left out of consideration in this book, since they 
are expressions of deep-seated pathologic changes which must 
be the object of therapeutic attack; varicose veins in the leg, 
however, form a disease entity that responds to treatment 
of the varices. 

Since the book is based largely on personal experiences, 
the author makes no attempt to describe all therapeutic tech- 
nics, but he gives explicit and detailed instructions and 
descriptions of those which he has found useful. The text 
is clearly written and well illustrated. 


A. M. A. INTERNS’ MANUAL. Cloth. Pp. 209. Price $2.25. 
W. B. Saunders Company, West Washington Square, Philadelphia, 1948. 


As one should expect from the title, this manual is for the 
guidance of interns who have either received or are about to 
receive their M.D. degrees; logically, the Council on Medical 
and Education and the Council on Pharmacy and Chemistry of 
the American Medical Association collaborated in the publica- 
tion of the two preceding editions. Somewhat less logically, 
the Council on Pharmacy and Chemistry appears to have been 
almost entirely responsible for the present edition, and the 
results are not entirely commendable. Much of the available 
space in the book is devoted to drug administration and to 
materia medica, but unless the manual is to be revised oftener 
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in the future than it has been in the past most of the material 
will be obsolete long before a new edition appears. Moreover, 
there is nothing in these sections that is not easily available 
in more comprehensive form in publications that are kept up 
to date. The discussions on management of hospital emergen- 
cies and on diet and nutrition are good, but they likewise 
present little that the student has not already learned. The 
section on Physical Medicine offers nothing of any practical 
value. 


The rest of the book deals with subjects that are of inter- 
est only to holders of, or candidates for, M.D. degrees. 


A DOCTOR TALKS TO TEEN-AGERS. A Psychiatrist’s Advice 
to Youth. By William S. Sadler, M.D., F.A.P.A., Chicago. Consulting 
Psychiatrist, Columbus Hospital; Fellow of the American Psychiatric 
Association, The American Medical Association, The American Asso- 
ciation for the Advancement of Science; Member of the American 
Psychopathological Association. Cloth. Pp. 379. Price $4.00. The C. V. 
Mosby Company, 3207 Washington Blvd., St. Louis, 1948. 

ADOLESCENCE PROBLEMS. A Handbook for Physicians, Par- 
ents, and Teachers. By William S. Sadler, M.D., F.A.P.A., Chicago, 
Consulting Psychiatrist, Columbus Hospital; Fellow of the American 
Psychiatric Association, The American Medical Association, The 
American Association for the Advancement of Science; Member of 
the American Psychopathological Association. Cloth. Pp. 466. Price 
$4.75. The C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, 
1948. 


“A Doctor Talks to Teen-Agers” and “Adolescence Prob- 
lems” are companion volumes, dealing with the same subject 
matter but addressing themselves to different audiences—the 
teen-agers themselves and the adults who must deal intimately 
with them. Dr. Sadler has been writing on psychiatric sub- 
jects for many years, and it could hardly be expected that 
either volume would contain anything startlingly new, even to 
nonmedical readers; but he writes interestingly and well. It 
somehow seems that the talks to teen-agers are not quite so 
successful as those to the adults, but that may be due to the 
fact that this reviewer still remembers the tremendous stimula- 
tion which he received when he was a teen-ager from a lecture 
by Dr. Sadler and that he feels a sense of let-down that these 
talks do not come up to the remembered level; probably the 
original lecture did not come up to that remembered level! But 
there seems to be a somewhat obvious “talking-down” to the 
young readers, and some of the case reports have a faintly 
synthetic aroma, reminiscent of some Sunday School literature. 
Little objection can be taken to the subjects discussed and to 
the conclusions reached, and-perhaps the conservation of the 
views expressed will tend to offset some of the less conserva- 
tive and, perhaps, less intelligent advice now available to 
adolescents. 


“Adolescence Problems” is directed primarily to physi- 
cians, but it is sufficiently nontechnical to be read by teachers 
and parents of average or better education. It is based on the 
recognition of the fact that many of the problems of young 
people derive ultimately from problem parents, problem homes, 
and problem teachers. The subject matter is presented in six 
sections: Psychological and Emotional Life, Home and Family 
Life, Education and Schools, Social and Economic Adjust- 
ments, Sex Problems and Moral Adjustments, and Abnormali- 
ties of Adolescence. 


THE 1948 YEAR BOOK OF ORTHOPEDICS & TRAUMATIC 
SURGERY. Edited by Edward L. Compere, M.D., F.A.C.S., Associate 
Professor of Surgery, Northwestern University Medical School; Chair- 
man, Departments of Orthopedie Surgery, Wesley Memorial and 
Children’s Memorial Hospitals; Consultant Orthopedic Surgeon, Chicago 
Memorial Hospital; Consultant in Orthopedics, U. S. Naval Hospital, 
Great Lakes, Illinois. Cloth. Pp. 464, with illustrations. Price $5.00. 
The Year Book Publishers, Inc., 304 S. Dearborn St., Chicago, 1949. 


This is the second edition of this Year Book to appear 
under the present title and under the editorship of Compere. 
It differs slightly in arrangement from its predecessor in that 
three new sections—“The Epiphyses,” “The Hand,” and “Plas- 
tic Surgery of the Trunk and Extremities”’—have been added, 
permitting a somewhat more exact classification of part of the 
material previously assigned to the “Miscellaneous” section. 
There is probably no better way for the surgeon to keep 
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abreast of new developments reported in the world literatur: 
on surgery than by use of this and other members of the Year 
Book series for very few medical practitioners are able to read 
all the languages represented by the original articles and few 
have access to all the journals abstracted. Obviously an al 
stract cannot give all the information imparted by the origina! 
article, but these—quite evidently prepared by an orthopedic 
surgeon—seem to succeed remarkably well in presenting the 
salient points of the original, and the editorial comments more 
than compensate for any inadequacies due to the abbreviated 
compass of the article. As would be expected, a rather larg< 
amount of space is devoted to the prolapsed intervertebral disk 
and its surgical treatment, and Compere does not hesitate t 
express his disagreement with some of the views expressed it 
the articles. It is refreshing to see an editor acknowledge that 
he had been in error in an editorial opinion expressed in the 
preceding volume (Preface, page 6). 


A special word of commendation is due the editor for his 
selection of illustrations (reproduced from the original articles) 
and to the production department of the publishing house for 
the extremely high quality of the art work in this book. The 
reproductions of roentgenograms are particularly well done. 


TECHNIQUE OF TREATMENT FOR THE CEREBRAL PALSY 
CHILD. By Paula F. Egel, Cerebral Palsy Director, Children’s Hospital, 
Buffalo, New York. Cloth. Pp. 203, with illustrations. Prize $3.50. 
C. V. Mosby Company, 3207 Washington Blvd., St. Louis, 1948. 


This little book presents detailed instructions for therapists 
working with children with cerebral palsy, setting forth the 
aims of treatment, diagnostic tests, the treatment modalities 
available and their application, apparatus available, and the or- 
ganization of a cerebral palsy department in a children’s hospi- 
tal. The subject merits more careful treatment than it has 
received here; the writing is awkward, at times to the point 
that it rather effectively confuses -the meaning intended; little 
attention seems to have been given to correct spellings and to 
elementary rules of English grammar; and there are some 
surprising slips in proofreading. These are not major faults 
in a technical book, but they indicate a disregard for detail 
that is not reassuring. 


MAYO CLINIC DIET MANUAL. By the Committee on Dietetics 
of the Mayo Clinic. Cloth. Pp. 329. Price $4.00. V B. Saunders 
Company, West Washington Square, Philadelphia, 1949. 


The dietary procedures outlined in this book were developed 
for the guidance of physicians, dietitians, and nurses working 
in the various institutions of Rochester, Minn., and were origi- 
nally intended for intramural use only. In issuing the book in 
printed form, the Committee on Dietetics wants it clearly 
understood that the d'ets presented represent the convergent 
trend, but not unanimity, of opinion of the clinic physicians ; 
that prescription of a therapeutic diet presupposes a diagnosis, 
which only a physician can make, and, consequently, these diets 
are not intended for direct distribution to patients; and that in 
the present state of knowledge of the science of nutrition there 
must necessarily be a certain amount of empiricism and irra- 
tionality and some of the diets will inevitably fail to meet 
nutritional requirements in all respects (in some of these diets 
the nature of evident shortcomings are indicated in order that 
the defects may be remedied by pharmaceutical supplementa- 
tion). Recognizing that continuing advances in the science of 
nutrition and in the knowledge of disease will soon make many 
of the present dietary recommendations obsolete, the Committe: 
plans frequent revisions of this book. In addition to specific 
recommendations for various types of hospital diets for adults 
and for children, diets to be used in various medical and surgi 
cal conditions, and test diets for diagnostic purposes, there is at 
appendix presenting much useful information in tabular form 
the 1945 recommended daily dietary allowances of the Food and 
Nutrition Board of the National Research Council (the bool 
was in press when the 1948 recommendations were promulgated 
but the differences are not of great significance) ; lists of vita 
min supplements; equivalents and substitutions for foods o 
different percentage of carbohydrate; lists of neutral foods 
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foods with acid ash, and foods with alkaline ash; lists of foods 
high in calcium, cholesterol, iron, oxalic acid, and sodium; 
\pproximate compositions of foods; height-weight-age tables ; 
nd other important data. 


BLOOD TRANSFUSION. By Elmer L. DeGowin, M.D., Associate 
Professor of Internal Medicine, State University of Iowa; Director, 
‘ood Transfusion Service, University Hospitals; Member of the 
ymmittee on Blood and Blood Derivatives, National Research Council; 
lember of the Advisory Board for Health Services, American 
National Red Cross; Secretary of the Subcommittee on Blood Sub- 
‘itutes, National Research Council 1940-45; Robert C. Hardin, M.D, 
\ssistant Professor of Internal Medicine, State University of lowa; 
Formerly Senior Consultant in Blood Transfusion and Shock in the 
European Theater of Operations, U. S. Army, and Commanding Officer 
‘ the ETO Blood Bank; and John B. Alsever, M.D., Senior Surgeon, 

S. Public Health Service; Chief, Professional Standards, Hospital 
Division, U.S.P.H.S.; Director of the Syracuse University Blood 
fransfusion Service, 1940-42; Technical Director of the Blood Plasma 
section, Medical Division, U. S. Office of Civilian Defense, 1942-44; 
‘rector of the Civilian Blood Donor Service and Associate National 
Medical Director, The American National Red Cross, 1944-46. Cloth. 
Pp. 587, with illustrations. Price $9.00. W. B. Saunders Company, 
West Washington Square, Philadelphia, 1949. 


Although blood banks had been established in the United 
States in 1937 and there had been a great increase in therapeutic 
use of blood and its derivatives, there was no single publication 
which dealt adequately with the problems of organizing and 
operating a blood transfusion service at the time of our entry 
into World War II. Partially to fill this need, the Office of 
Civilian Defense published “A Technical Manual on the Pres- 
ervation and Transfusion of Blood” in 1942 and accompanied 
it with “A Technical Manual on Citrated Human Blood 
Plasma.” In 1944 the material contained in the two manuals 
was revised and enlarged and published under the title of “The 
Operation of a Hospital Transfusion Service.” Two of the 
authors of the present volume (DeGowin and Alsever) col- 
laborated with others in the preparation of this handbook, while 
the third author was attempting overseas to teach the facts of 
blood transfusion to Army personnel and regretted the absence 
of a suitable text. The authors are thus peculiarly fitted to 
prepare a useful and practical manual for use of civilian phy- 
sicians, who may be compelled again to become military medical 
officers. 


The text material covers the entire field of blood transfu- 
sion, and most of the available space has been devoted to various 
aspects of whole blood administration, both because of its 
greater value in treatment of patients and because of its 
greater intricacy. Although the work is the product of the 
combined efforts of the three authors, each chapter has been 
written by one of the three, and full acknowledgement of this 
fact is made in the table of contents and in the text. There 
seem to be definite advantages to such an arrangement, if this 
text may be taken as a fair example. The 27 chapters are 
grouped into 9 parts, including an Introduction, Clinical Use 
of Blood and Its Derivatives, Immunology of Blood, Technical 
Section (in which are described all the laboratory procedures 
involved), Transfusion of Whole Blood, Preparation and Ad- 
ministration of Plasma, Preparation and Administration of the 
Blood Derivatives and Plasma Substitutes, Transfusion Serv- 
ices, and Transfusion Apparatus. The illustrations consist of 
line drawings and graphs, and much use is made of tabular 
presentations. Extensive bibliographies and a_ carefully 
compiled index are provided. 


_ OBSTETRIC ANALGESIA AND ANESTHESIA. By Franklin 
F. Snyder, M.D., Associate Professor of Obstetrics and Associate 
Professor of Anatomy, Harvard Medical School. Cloth. Pp. 401, 
with illustrations. Price $6.50, W. B. Saunders Company, West 
Washington Square, Philadelphia, 1949. 


This is a very complete and very objective study of the 
present status of the use of pain-relieving drugs in obstetrics. 
According to the author, “the heart of the problem of obstetric 
analgesia lies in knowledge of the labor mechanism and of the 
fetal environment—long among the major objectives of ob- 
stetric investigation. Progress in obstetric analgesia is indeed 
linked with innovations in pharmacology and with new tech- 
nics of anesthesia, but it depends primarily upon the growth 
of knowledge of labor and of its effect upon the child. 
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“Analysis of labor from the standpoint of the child reveals 
the pre-eminence of fetal respiratory injury as a cause of 
death associated with birth. Since all drugs commonly given 
for the relief of pain tend to alter the functioning of respira- 
tion, thus striking the fetus at the point of maximum sus- 
ceptibility to injury during labor, it is obvious that measure- 
ment of the pharmacologic factor in labor is closely linked 
with the detection and measurement of fetal respiratory 
changes.” The first section of the book, therefore, deals with 
respiratory injuries of the child and contains chapters on the 
following subjects: The Pharmacologic Factor in Labor; The 
Incidence of Respiratory Injury Before Birth; Respiration 
Before Birth; Intrauterine Pneumonia; Atelectasis; Asphyxia ; 
and a Laboratory Method of Assay of the Effects of Various 
Anesthetic Agents upon the Mother and Fetus. The second 
section considers the treatment of pain during labor, and chap- 
ters are devoted to the various anesthetic agents. (One 
cannot help wondering in this connection, in view of the 
banning of both the manufacture and the possession of heroin 
in the United States, how it was possible for American in- 
vestigators to study the effects of this drug.) 


HUMAN BIOCHEMISTRY. By Israel S. Kleiner, Ph.D., Pro- 
fessor of Biochemistry and .Director of the Department of Physiology 
and Biochemistry, New York Medical College, Flower and Fifth 
Avenue Hospitals; Formerly Associate, The Rockefeller Institute for 
Medical Research, New York. Ed. 2. Pp. 649, with illustrations. Price 
$7.00. C. V. Mosby Company, 3207 Washington Blvd., St. Louis, 1948. 


The first edition of Kleiner’s textbook represented some- 
thing of a new departure in introducing some clinical material 
into a basic science textbook of biochemistry, but the innova- 
tion seems to have been in the right direction, since the second 
edition is appearing only 3 years after the first was published. 
In the present edition there are the usual deletions of unneces- 
sary or erroneous statements, clarifications of obscure state- 
ments, and additions of significant new material appearing in 
the interim between editions; in addition, a new chapter, 
“Chemical Structure in Relation to Biological Phenomena,” 
has been included. In it are treated the important subjects of 
detoxications and biochemical antagonism. 


The text is clearly written and carefully illustrated. Its 
particular value would seem to lie in its usability as a class- 
room text, but it would also appear to be of considerable 
value to any person who studied biochemistry some time ago 
and who wishes to bring his knowledge up to date. 


CAMPBELL’S OPERATIVE ORTHOPEDICS. 
Speed, M.D., and Associate Editor, Hugh Smith, M.D., Memphis, 
Tennessee. Ed. 2. Volume I and II. Cloth. Pp. 1687, with illustra- 
tions. Price $30.00. The C. V. Mosby Company, 3207 Washington 
Blvd., St. Louis 3, 1949. 


Editor, J. S. 


Although Dr. W. C. Campbell died 2 years after the first 
edition of this work appeared, the revision has been in the 
hands of men who worked with him at the University of 
Tennessee and assisted in the preparation of the first edition. 
The work thus retains much of its original character, despite 
the fact that it has been extensively revised and rewritten 
with the needs of surgical residents and others of limited 
experience in orthopedics in mind. Discussions have been 
considerably expanded, and the number of illustrations has 
been greatly enlarged. New chapters have been added, dealing 
with Preoperative and Postoperative Care, Peripheral Nerve 
Injuries, and Amputations; new sections, on Mold Arthro- 
plasty, Ruptured Intervertebral Discs, and Difficult and 
Unusual Non-unions, have been added to other chapters. 
Believing that “it is not so much the deftness in handling 
the simpler procedures that distinguishes the more competent 
surgeon, but the ability to diagnose accurately and treat the 
exceptional cases,” the authors have dealt at length with the 
less common lesions and operations and have assumed that 
the user of the text will be familiar with the more commonly 
used procedures; the work can therefore serve as a reference 
book for these unusual lesions and operations. 

The authors and the publishers have produced a valuable 


textbook on surgery that is, at the same time, a fine example 
of the bookmaker’s art. 
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SOME EFFECTS ON THE CIRCULATION OF SMOKING 
CIGARETTES WITH VARYING NICOTINE CONTENT 


James A. L. Mathers, M.D., and others writing in 
American Heart Journal, April 1, 1949, report results of a 
study based on observation of seventeen subjects, nine with no 
cardiovascular disease and eight with cardiovascular disease. 
In each subject the following procedures were carried out: 
(1) smoking in succession two regular cigarettes containing 
approximately 2 per cent of nicotine in the tobacco; (2) 
smoking two “low nicotine” cigarettes containing 0.23 per 
cent of nicotine; (3) intravenous injection of 2.0 mg. of 
ncotine bitartrate containing 0.6 mg. of the alkaloid; (4) 
smoking two cubeb cigarettes containing no nicotine. All 
subjects were habitual smokers and inhaled. 


The following was the routine followed. Quiet was 
maintained during the observations to avoid occurrences which 
might exert a reflex influence on the circulation. Only a 
single procedure was carried out on any 1 day. The patients 
rested for 30 minutes in a semirecumbent position on a com- 
fortable hospital bed. Control readings of heart rate and of 
systolic and diastolic blood pressures were recorded every 
minute for a period of 10 minutes. Then two cigarettes were 
smoked, the patient inhaling at his own chosen rate of puffing. 
The smoking period usually was from 12 to 15 minutes. 
During this period and for 30 minutes thereafter, readings 
of heart rate and blood pressure were made. The same pre- 
liminary observations were made prior to the intravenous 
injection of nicotine. 


The figures obtained were submitted to statistical analy- 
sis. It was apparent that the regular cigarettes caused a 
significantly larger reaction, on the average, than any of the 
other three stimuli. Almost invariably the maximal effects 
occurred after smoking of the first cigarette; in no case, 
after the second, was the height of the reaction significantly 
increased. Within the limits of two cigarettes, therefore, 
there was no evidence of cumulative action. 


Conclusions were as follows: (1) The immediate cir- 
culatory effects of smoking regular cigarettes are due to the 
nicotine in the tobacco. (2) The degree of each individual's 
reaction varies directly with the nicotine content of the smoke. 
(3) Variability in response depends to a greater extent on 
individual susceptibility than on the presence of cardiac dis- 
ease. (4) Single measurements of the rise in systolic or in 
diastolic blood pressure do not serve to distinguish differences 
in sensitivity between individuals. (5) Acceleration of heart 
rate is the most sensitive index of effect; differentiation be- 
tween individuals is possible on the basis of a single reading. 
(6) Smoking cigarettes with nicotine content as low as 0.23 
per cent, which is one-ninth of that present in the average 
regular cigarette, causes a significant increase in heart rate. 
This increase is of the same order of magnitude as that 
produced by the intravenous injection of 0.6 mg. of nicotine 
alkaloid. (7) It is suggested that after inhaling the smoke 
of one regular cigarette, an increase in heart rate of more 
than 25 beats per minute may be regarded as an index of 
hypersensitivity to the immediate effects of nicotine. 

R. W. Barprince, D.O. 


A NEW DEVICE FOR MEASURING MUSCLE STRENGTH: 
THE MYOMETER 

Louis B. Newman, M.D., in the Archives of Physical 
Medicine, April, 1949, describes a simple instrument, which he 
calls the myometer, which he has developed for measuring 
muscle strength. It consists of a cylindrical housing 2 inches 
in diameter and 314 inches long, containing a pressure-record- 
ing dial gauge at one end and a pressure-transmitting shaft and 
button at the other. The linear force exerted on the button 
is transmitted to the gauge by means of a built-in hydraulic 
pressure converter, and the device contains no springs, cams, 
levers, or cables to transmit the force. The instrument is made 


in three ranges: 0-5 pounds, 0-15 pounds, and 0-60 pounds. 
When the instrument is used to measure strength of larger 
muscles, a pressure-equalizing disk 2% inches in diameter is 
interposed between the pressure-transmitting button and th 
skin. An important feature of the instrument is a maximun 
reading pointer that remains at the highest reading until it is 
manually reset to zero. 


When a muscle is to be tested, the patient is placed in « 
comfortable position in a well-lighted room, and the teste 
applies the myometer to the muscle to be tested with a force: 
just sufficient to overcome the resistance offered by the muscle 
For accuracy and comparability of scores, the myometer shoul 
be applied at a point that has a definite relation to some ana 
tomic landmark—bony prominence, a permanent blemish, 
scar, etc.—in the same direction at all times, and in the identi 
cal position in relation to the pivot of the joint. 

The instrument is of value in obtaining a precise and 
scientific evaluation of impaired neuromuscular function and 
a more accurate determination of the effect and value of pre 
scribed treatment. 


RHEUMATOID (MARIE-STRUMPELL) SPONDYLITIS 
TECHNIQUE OF EXAMINATION AND IMPORTANCE OF 
THE COSTAL JOINTS 

A. Justin Williams, M.D., states in California Medicine 
April, 1949, that in the early prodromal stage of rheumatoid 
spondylitis, when the disease may present a complex and ob- 
scure clinical picture making diagnosis difficult, x-ray exam- 
ination of the small joints of the spine will often aid in, o1 
lead to, the correct diagnosis. This disease, one of the common 
afflictions of mankind, is to be suspected in any case in which 
there are unexplained peripheral and visceral pains, elevated 
temperature, and increased blood sedimentation rate, even though 
the classic manifestations of back pain, limitation of motion 
of the spine, and x-ray evidence of disease in the sacroiliac 
joints have not yet appeared. Changes in the small joints of 
the spine, particularly the costovertebral and the costotrans- 
verse, are of extreme importance in the disabling effects of the 
disease and are of value diagnostically, but special care is 
needed for their x-ray visualization and interpretation. 


The conventional 90 degree anteroposterior projection of 
the thoracic spine does not well outline the costotransverse 
and costovertebral joints, They can be well visualized only in 
an anteroposterior projection, with the central ray directed 20 
degrees cephalad and centered between the fifth and the sev- 
enth cervical vertebra. In a large-boned patient a right and 
left 10 degree medial oblique cephalic projection may be re- 
quired to outline the costovertebral joints. 


In the first stage of the disease, when synovitis and exuda- 
tion into the joint occur, x-ray changes are usually absent. In 
the next stage, an infiltration of small round cells develops 
and invasion of connective tissue begins; the roentgenogram 
shows clouding of the joints and loss of definition and irregu- 
larity of articular surfaces. Periarticular or generalized 
osteoporosis may appear, but the latter is extremely difficult 
to determine unless it is well developed. In the initial stages, 
the apophyseal and costal joints are probably never involved 
simultaneously. The disease «process begins in one or more 
joints and may remain localized or successively involve other 
joints. Usually in all but very early or very late cases many 
stages of the diseases are to be seen in an individual patient 

In rare instances, tuberculosis, coccidioidomycosis, brucello- 
sis, and pyogenic infections may produce similar changes. I 
about 20 per cent of cases, disk degeneration produces similar 
appearances one segment above and at the disk level. Ir 
hypertrophic osteoarthritis, which commonly involves thes: 
joints, the joint space appears narrowed but clear and_ the 
articular surfaces are smooth but with marginal spurring and 
dense sclerosis. Later the roentgen changes become mor: 
definite: Articular surfaces become eroded and serrated; car 
tilage is replaced by connective tissue; the joint space become: 
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dense and is finally obliterated by bony proliferation; sub- 
articular sclerosis develops; and fibrocystic degeneration may 
be seen around the joints, and they become completely 
ankylosed. 

Williams repeats Comroe’s advice to determine the sedi- 
mentation rate and take roentgenograms of the low back and 
sacroiliac joints when a patient complains of vague aches and 
pains in the back or extremities and adds to it his own rec- 
ymmendation to x-ray the costal and lumbar apophyseal joints 
vhen a patient complains of unexplained abdominal or thor- 

ic pains and/or vague aches and pains in the back or 
extremities. 


TROPICAL EOSINOPHILIC ASTHMA 


According to Israel Fond, M.D., and Paolo Ravenna, 
\MLD., writing in Archives of Internal Medicine, November, 
19048, tropical eosinophilic asthma should be suspected in a 
natient who has just returned from the tropics and complains 
of chronic paroxysmal cough with dyspnea and who presents 
cukocytosis with marked eosinophilia. Administration of 
arsenicals produces exacerbation and then results in complete 
prompt cure. As the disease is endemic in Cuba and as it 
may not be as rare as supposed in this country, all cases of 
bronchial asthma with massive eosinophilia should receive a 
therapeutic trial with arsenicals. 

Morton Terry, D.O. 


THE POTENTIAL REVERSIBILITY OF 
RHEUMATOID ARTHRITIS 

The Heberden Oration for 1948, delivered by Philip S. 
Hench, M.D., Sc:D., and abstracted in the Proceedings of the 
Staff Meetings of the Mayo Clinic, March 30, 1949, was 
devoted to the potential reversibility of rheumatoid arthritis, 
which is much more important to the clinical investigator than 
is the chronicity of the disease. From the pathogenetic stand- 
point, two abnormal processes are involved in the disease: its 
pathologic physiology, the “fire” of the disease, of which almost 
nothing is known and which, in certain circumstances, is poten- 
tially reversible; and its pathologic anatomy, the “ashes” of the 
disease, of which something is known and which is largely 
irreversible. By reversibility is meant the inherent, but often 
dormant, ability of the body to correct the abnormal physi- 
ology underlying the disease (at least temporarily) and to 
bring the active symptoms under control. The inherent re- 
versibility of rheumatoid arthritis may be activated spon- 
taneously, therapeutically, or accidentally. 

References to spontaneous remissions (spontaneous rever- 
sibility) of rheumatoid arthritis have appeared in medical liter- 
ature for many years, and some of the older authors noted that 
the disease might subside altogether when only a few joints 
were involved. Modern clinical experiences confirm these older 
observations. Probably most of the remissions claimed for now 
abandoned therapeutic procedures were spontaneous. Of meth- 
ods in use today, gold therapy is considered by many rheuma- 
tologists to produce the most frequent and most nearly complete 
remissions; but it will induce striking remissions in only about 
10 to 15 per cent of cases. Some patients with the disease have 
responded favorably to foreign protein (e.g., triple typhoid 
vaccine) and to starvation. Various surgical procedures (ton- 
sillectomy, hysterectomy, bone puncture, certain operations on 
the colon, thyroidectomy, cholecystectomy, parathyroidectomy, 
splenectomy, and others) are known to be followed by transient 
amelioration of rheumatoid arthritis, but none of the procedures 
seems to affect the disease specifically. The relief is probably 
due to one or more of these factors: removal of foci of infec- 
tion, improved articular circulation, correction of an endocrine 
abnormality, postoperative bed rest, postoperative shock, post- 
operative fever or starvation, or the chemical effect of 
anesthesia. 


More dramatic than these remissions are those that arise 
accidentally, appearing in 60 to 90 per cent of cases with coin- 
cidental pregnancy or jaundice. Hench and coworkers inves- 
tigated results of pregnancy in about 150 cases of rheumatoid 
arthritis. Most of the patients were markedly improved or 
completely relieved during normal pregnancy. Rheumatoid 
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arthritis rarely began during normal intrauterine pregnancy ; 
in exceptional cases in which it became manifest during preg- 
nancy it shortly disappeared and returned in the postpartum 
period. Patients not relieved once by pregnancy were almost 
always relieved by subsequent intrauterine pregnancies, whether 
the latter were carried to term or ended after the third month 
by miscarriage or abortion. Articular relief generally began 
about the fourth to the sixth week of pregnancy and usually 
ended 1 to 7 weeks post partum. The relief did not appear to 
be governed by the length of time in bed, duration of lactation, 
or approach of first postpartum menses. 


Hench also investigated 30 cases of rheumatoid arthritis 
with various types of intercurrent jaundice. Marked or com- 
plete temporary remission of arthritis occurred in 25 cases, 
irrespective of the serum bilirubin concentrations; with serum 
bilirubin concentrations of more than 6 or 8 mg. per 100 cc., 
relief occurred in 25 of 26 cases. Relief was complete in 68 
per cent of the cases in which it occurred. In the author's 
cases, the effective jaundice lasted an average of 8 weeks and 
the articular remissions 1% to 82 weeks. Several types of 
jaundice producing fairly marked bilirubinemia of direct- 
reacting nature were effective; hemolytic jaundice, in which 
serum bilirubin reacts indirectly and is rarely in rotable con- 
centrations, appeared to be ineffective. 


Hench also investigated the possibility of producing re- 
missions in patients with rheumatoid arthritis by therapeutic 
pregnancy, administration of female hormones to nonpregnant 
women, and transfusions of blood from pregnant women. Preg- 
nancy gave temporary relief in most cases, but none of the 
patients was cured. The other methods were disappointing. 
Administration of icterogenic serum and production of lac- 
tophenin jaundice have been of limited effectiveness. 


The author concludes that rheumatoid arthritis is not nec- 
essarily a relentless, chronic progressive condition, and that 
there are dormant in every patient powerful corrective forces; 
these forces constitute a great unrealized potential for relief 
of the disease which must be brought to reality. 


In a subsequent report, “The Effect of a Hormone of the 
Adrenal Cortex (17-Hydroxy-11-Dehydrocorticosterone ; Com- 
pound E) and of Pituitary Adrenocorticotropic Hormone on 
Rheumatoid Arthritis” (Proceedings of the Staff Meetings of 
the Mayo Clinic, April 13, 1949), Hench and others report that 
certain clinical and biochemical features of the disease have 
been markedly improved by daily intramuscular injection of 
either of these substances. Articular, muscular, and other 
symptoms were notably lessened, and sedimentation rates were 
reduced. When use of either hormone was discontinued, symp- 
toms and signs of rheumatoid arthritis usually, but not always, 
returned or increased promptly. It is possible that these sub- 
stances will be of value against other rheumatic diseases and 
certain nonrheumatic conditions which generally are relieved 
by pregnancy or jaundice. 


LEUKEMIA, LYMPHOSARCOMA, AND HODGKIN’S DISEASE 


The relations existing between the leukemias and the dis- 
eases affecting chiefly the lymph nodes—lymphosarcoma and 
Hodgkin's disease—are extremely perplexing. Maurice M. 
Black, M.D., and others evaluated the similarities and differ- 
ences of these diseases from the point of view of the relations 
to in vivo and in vitro factors and report their findings in the 
New York State Journal of Medicine, April 15, 1949. The 
following features were considered: (1) age of onset of the 
disease; (2) causative factors where known; (3) systemic re- 
actions of the host; (4) biochemical and bielogical reactions 
of the neoplasm. 

Although there is no absolute distinction among these dis- 
eases on the basis of age of onset, there is a certain age 
predilection. The leukemias are most prevalent during child- 
hood; Hodgkin's disease usually does not appear until after 
puberty and chiefly affects young adults; chronic leukemias, 
both lymphatic and myelogenous, are found most frequently in 
the fourth to sixth decades; and lymphosarcoma may appear 
at the extremes of life, although most patients are in the 
middle decades. 
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The observations on cattsative factors raise the question 
of a possible relation of these diseases to endocrine factors. 
Estrogens administered to mice lead to increased incidence of 
leukemia and lymphoid tumors in most strains, and testoste- 
rone antagonizes the tumor-accelerating effect (administered 
alone, it neither accelerates nor retards tumor development). 
Carcinogenic hydrocarbons can induce myelogenous, monocy- 
tic and lymphosarcomatous leukoses, whereas estrogens induce 
only locally invasive lymphatic tumors or generalized lym- 
phatic leukemia. Grand has reported extraction from the 
chest fluid and lymphoid tissue of patients with Hodgkin’s 
disease of an ultrafiltrable agent capable of producing specific 
changes in tissue cultures of normal chick, rat, and human 
lymph nodes; the agent could not be extracted from patients 
with lymphosarcoma or leukemia. Although this fact does 
not necessarily indicate an infectious process in Hodgkin’s dis- 
ease, it provides a method of differentiating this disease from 
the other diseases involving the lymph nodes, 


There are striking differences in clinical course and prog- 
nosis of these diseases, and, in addition, differences have been 
observed in decrease of reducing power of the plasma of the 
patients. Approximately 80 per cent of patients with malignant 
neoplastic disease had a definitely decreased reducing power, 
whereas less than 5 per cent of normal persons showed these 
changes. In a small group of patients with diseases of the 
lymph nodes, 90.5 per cent of patients with Hodgkin’s disease 
had plasma with decreased reducing power, 95.9 per cent of 
patients with lymphosarcoma, and 84.2 per cent of patients 
with acute leukemias; in contrast, only 55.5 per cent of patients 
with chronic lymphatic leukemia and 40.0 per cent of those 
with chronic myelogenous leukemia had plasma with decreased 
reducing power. 


Fowler’s solution (solution of potassium arsenite) has a 
favorable effect on chronic myelogenous leukemia but has 
little, or no, influence on chronic lymphatic leukemia, the acute 
leukemias, Hodgkin’s disease, or lymphosarcoma. Urethane 
has an effect on chronic myelogenous leukemia similar to that 
of x-rays; chronic lymphatic leukemia may respond favorably 
in some cases but not so regularly or dramatically as does 
myelogenous leukemia. The response of acute leukemia is even 
less striking, and there is no evidence that urethane is of any 
value against Hodgkin's disease or lymphosarcoma. Hodgkin's 
disease responds to nitrogen mustards with regression of nodes 
and clinical remissions; lymphosarcoma responds in a some- 
what similar manner, but the response is neither so constant 
nor so striking; in some cases chronic lymphatic leukemia may 
respond with a drop in count and partial remission; the results 
in chronic myelogenous leukemia are not striking and there is 
little specificity of effect on leukemic cells; and in acute 
leukemia the action lacks specificity, although some temporary 
remissions have been reported. Glycolytic inhibitors (sodium 
fluoride, iodoacetic acid, and malonic acid) have been reported 
to produce improvement in patients with acute leukemia, 
lymphosarcoma, and Hodgkin’s disease but not with chronic 
leukemia of either sort. X-rays produce improvement in Hodg- 
kin’s disease which varies with the chronicity of the process, 
an immediate and striking local effect in lymphosarcoma, and 
a marked local effect in chronic leukemias; they produce only 
a@ minimal local effect in the acute leukemias. The clinical re- 
sults parallel the bodily changes. 


From these observations the authors conclude that, despite 
apparent merging and overlap of histologic appearance in 
some cases, the diseases under consideration constitute distinct 
disease entities. 


PSEUDARTHROSIS FOLLOWING SPINE FUSION 


Since the introduction of spinal fusion as a method of 
treating various diseases and deformities, there have been 
numerous reports of successful results from the procedure, 
but it has never been definitely ascertained how often complete 
fusion is obtained. To provide an answer to this question, 
Walter A. L. Thompson, M.D., and Edgar L. Ralston, M.D., 
studied results in all cases of spinal fusion performed at the 
New York Orthopaedic Dispensary and Hospital from 1936 
through 1945; thev repert their findings in The Journal of 
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Bone and Joint Surgery, April, 1949. Of the 1,250 patients on 
whom the Hibbs procedure of spinal fusion was done during 
this period, 1,096 were followed for a year or more; since in 
some cases multiple stage procedures were done, these 1,096 
patients represent a total of 1,504 procedures, 


In the 376 patients treated for scoliosis (744 procedures) 
there were 59 in whom a diagnosis of pseudarthrosis was made 
on follow-up (15.6 per cent of patients and 7.9 per cent o/ 
operations). Among 430 patients undergoing lumbosacral fu- 
sion without internal fixation (430 procedures) there were 61) 
failures; among 90 patients undergoing lumbosacral fusion 
with internal fixation (driving of a stainless steel machin 
screw of proper length across each of the apophyseal joint: 
involved in the fusion), pseudarthrosis developed in 32. Fail 
ure of fixation occurred in 9 (13.8 per cent) of 65 patient: 
operated on for spondylolisthesis, in 21 of 101 patients (14! 
operations) for tuberculosis (20.7 per cent of patients and 
14.8 per cent of operations), and in 1 of 34 patients operate 
on for miscellaneous conditions. When the usual procedure di:! 
not supply enough bone to ensure fusion, additional fres! 
autogenous bone was used; this caused a slight increase i 
occurrence of pseudarthrosis among patients undergoing spina 
fusion for scoliosis. The total incidence of pseudarthrosis i 
the entire group was 16.6 per cent. 


The diagnosis of pseudarthrosis can be made in mos 
cases by careful clinical and roentgenographic evaluation, but 
in some cases it cannot be definitely established until the area 
of fusion has been explored. The benefits of a spine-fusin: 
operation can be determined only in patients in whom a suc 
cessful fusion has been definitely obtained. 


BLOOD FIBRINOGEN IN MYOCARDIAL INFARCTION 


Lawrence Meyers, M.D., writing in Archives of Internal 
Medicine, November, 1948, reports findings on fibrinogen in in 
farction. The most valid method for analysis of blood fibrino- 
gen whereby the fibrin clot is digested and nesslerized was 
employed in a series of twenty-eight cases with acute myo- 
cardial infarction. It was found that the plasma fibrinogen 
level increased at the time of muscle injury and remained 
above normal throughout the healing period, roughly parallel- 
ing the sedimentation rate. Some cases demonstrated increased 
levels for more than 6 weeks (the classic period of rest after 
infarction) after the initial attack while others were normal- 
ized in 3 or 4 weeks. Dicumarol therapy had no effect on 
the fibrinogen level which suggests that this test of activity 
of infarction may be useful even when anticoagulant therap) 
is being used. 

Morton Terry, D.O. 


POSTTRAUMATIC VASOMOTOR DISORDERS 
WITH PARTICULAR REFERENCE TO LATE MANIFESTA. 
TIONS AND TREATMENT 


Although patients who have sustained injury to an ex- 
tremity ordinarily have only such symptoms as can_ be 
ascribed to the local tissue injury, some have additional mani 
festations which can be explained only on the basis of reflex 
activity initiated by the trauma. In Surgery, Gynecology and 
Obstetrics, April, 1949, Harris B. Shumacker, jr. M._D., and 
David I. Abramson, M.D., describe the manifestations of this 
nature appearing in a group of 142 soldiers and discuss the 
merits and limitations of the various therapeutic procedures 


Generally in these patients the initial clinical picture was 
that of intense vasomotor activity, and in later stages of the 
condition this picture was almost invariably present. In the 
acute stage the primary manifestations were predominant! 
pain and swelling, but in some patients they were coldnes;, 
hyperhidrosis, and cyanosis. Later the commonest complain‘; 
were of pain on exercise and weight bearing and of swelling; 
coldness, cyanosis, and hyperhidrosis were frequently encouw: - 
tered; and in some patients there was a distressing sensitivi'y 
to cold. In many there was edema when the limb was at res', 
particularly in the dependent position. Ulceration tended to 
develop and persist in denuded areas. 
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Proper care of the local injury is the best form of early 
therapy; this consists in debridement, removal of foreign 
bodies, reduction of fracture, and active treatment of infection. 
Mobilization as early as possible is important, and in some 
cases perseverance in forced active exercise will eliminate 
the post-traumatic syndrome. The patient must be encouraged 
to believe that he will make a satisfactory recovery; tendencies 
toward chronic invalidism must be combated, and existent 
psychiatric disorders must be corrected. If these simple meas- 
ures are insufficient, procaine sympathetic block may be tried. 
In some cases a single block only is required; in others a 
series of blocks may give good results. If repeated blocks 
produce a good but transient effect, sympathetic ganglionec- 
tomy may result in permanent cure. 


Treatment of later stages of post-traumatic vasomotor 
disorders is complicated by the patient’s mental attitude—that 
of chronic invalidism—and the extensive atrophy and motor 
weakness resulting from both the original trauma and the 
superimposed disuse. Psychotherapy must be directed toward 
encouragement of use of the injured member and, in cases 
in which psychiatric factors are an important canse or accom- 
paniment of disability, toward elimination of these factors. 
Edema must be averted or-eliminated by a period of bed 
rest and elevation of the limb, if necessary, and use of an 
elastic support. Sympathetic blocks are of little value in late 
cases unless the primary manifestations are edema or evidence 
of increased sympathetic activity. If, after adequate trial of 
these measures, results are unsatisfactory, sympathectomy 
should be considered; in properly selected cases it produces 
excellent results. 


JARISCH-HERXHEIMER REACTION IN NEUROSYPHILIS 

TREATED WITH PENICILLIN 

A study concerning Jarisch-Herxheimer reactions in 349 

afebrile patients with neurosyphilis treated with aqueous peni- 

cillin was published by Mark T. Hoekenga, M.D., and Thomas 

W. Farmer, M.D., in Archives of Internal Medicine, Decem- 

ber, 1948. There are two types of reactions; one of tempera- 

ture elevation and the other of exacerbation of symptoms (or 
production of symptoms in cases without any). 


occurred in 34 per cent of cases. Very signifi- 
cant was the finding that small doses of penicillin did not 
prevent reactions and when repeated, provoked multiple 
reactions. The incidence of reactions was much higher in 
patients who had dementia paralytica and where the spinal 
fluid had abnormal cell counts, increased protein, and strongly 
positive complement fixation tests. 
Further study is necessary. 


Reactions 


Morton Terry, D.O. 


HYPERTENSIVE VASCULAR DISEASE: ITS CLINICAL 
COURSE, DIFFERENTIAL DIAGNOSIS, PATHOGENESIS, 
AND TREATMENT 

R. E. Weston, M.D., and others, writing in the Medical 
Clinics of North America, March, 1949, state that elevated 
systolic hypertension without elevation of diastolic pressure, 
such as occurs in arteriosclerosis, aortic regurgitation, and 
hyperthyroidism, is of little clinical significance, but increased 
diastolic pressure is of major importance. This, however, is 
only one sign of a generalized disease or diseases with many 
other manifestations. 


Diastolic hypertension, with or without equivalent systolic 
elevation, is found in (1) organic renal diseases, (2) diffuse 
vascular disease, (3) endocrine gland hyperplasia or neo- 
plasia, (4) specific toxemia of pregnancy, (5) coarctation of 
the aorta, and (6) intracranial disease (brain tumors, trauma, 
and infection of the brain stem). There is a seventh form, 


essential hypertension, occurring in most of the cases in which 
no specific etiologic agent can be demonstrated. There are no 
adequate data on the incidence of hypertension in the general 
population, but it is fairly well established that 40 to 50 per 
cent of persons aged 40 or more have hypertension; the inci- 
dence is probably 15 to 20 per cent among persons aged 20 
to 40. There seems to be no true sex difference. 
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When a patient has been found to have elevated blood 
pressure, only repeated observations can reveal whether the 
hypertension is transitory or sustained. The patient should 
be examined on several occasions after he has been put at 
ease either by rest or by casual conversation; in doubtful cases 
examinations in the patient's home environment may be desir- 
able. Pressures should be measured in both arms and also 
in the legs on at least one occasion. Since persons with even 
transient hypertension are liable to development of sustained 
hypertension more than are other persons, they should receive 
continued follow-up. Patients who, at ease, have pressures 
over 150/90 on three occasions should be considered to have 
permanent hypertension and studied to determine whether the 
elevated pressure is secondary to some other condition or is 
so-called essential hypertension. The study should include a 
thorough history and physical examination, particularly in 
case of a young patient, since certain rare conditions and 
renal diseases that produce hypertension are subject to specific 
therapy. The history should include specific inquiries about 
hypertension in members of the family and regarding previous 
examinations when pressures may have been measured. In- 
formation regarding pre-existing renal disease, diabetes, 
and/or toxemia of pregnancy aids in differential diagnosis. 
Specific questions should be asked about headache, vertigo, 
tinnitus, undue fatigability, palpitations, dyspnea, orthopnea, 
nosebleeds, and visual disturbances, and the signs and symp- 
toms of renal disease. Ophthalmoscopic examination of the 
eyegrounds is of great importance. The heart should be 
examined for evidence of enlargement or presence of mur- 
murs or arrhythmias. The lungs should be examined for 
presence of scattered rales indicative of early congestive 
failure. An important observation in early congestive failure 
may be alternation of the pulse on auscultation of the blood 
pressure. The hair distribution should be noted, particularly 
in women, since certain diseases of the gonads or adrenal 
cortex that produce hypertension may be accompanied with 
hirsutism. 

Certain laboratory tests should be made on every patient 
suspected to have hypertension. For older patients, a routine 
blood count, blood glucose and nonprotein nitrogen determina- 
tions, chest roentgenogram, electrocardiogram, and determina- 
tions of urinary constituents and renal concentrating ability 
are sufficient. Although intravenous pyelography is not nec- 
essary in all cases, it should be done in case of a young 
patient or of any patient with indications of disease of the 
urinary tract. Presence of hirsutism, polycythemia, abdominal 
striae, or osteoporosis in association with hypertension sug- 
gests neoplasia or hyperplasia of the adrenal cortex, ovary, 
or hypophysis. These sites should be studied roentgenologi- 
cally or by surgical exploration. Urinary 17-keto steroid 
excretion is frequently elevated in such patients. 


In the asymptomatic phase, blood pressure determinations 
should be de-emphasized and the patient should be taught 
moderation in diet and activity. There is some experimental 
evidence that prolonged use of a low salt low protein diet is 
valuable in some cases, but there is some danger of develop- 
ment of uremia. The place of sympathectomy is still ques- 
tionable, but the authors believe that there are some patients 
who, early in the disease, have purely psychogenic hypertension 
which can be cured by sympathectomy. When congestive heart 
failure develops, vigorous therapy should be instituted. Most 
of the recommended forms of therapy seem to be of doubtful 
value, and further advances must await a better understanding 
of the disease process of which elevated systemic diastolic 
blood pressure is often the first manifestation. 


MODERN TREATMENT OF EDEMA 

George R. Herrmann, M.D., and others, writing in the 
American Practitioner, March, 1949, review the current status 
of the treatment, particularly cardiac edema, and report re- 
sults obtained with a recently developed mercapto mercurial, 
Thiomerin. 

The normal person needs about 3,000 cc. of fluid a day, 
about 1,000 cc. of which is supplied by foodstuffs and the rest 
is ingested in the form of beverages. He also consumes 5 to 
10 Gm.. of salt a day and excretes an approximately equal 
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amount in the urine. One gram of sodium, an amount supplied 
by 25 Gm. of protein, holds 150 cc. of water in the tissues. 
These factors must be kept in mind in planning the treatment 
of edema. The composition of edema fluid resulting from 
different causes is fairly uniform; the sodium ion predominates 
in the solution; the potassium and chloride content may be 
slightly higher than that of the blood plasma, and the fluid 
may be hypertonic to the cells that it surrounds, causing cellu- 
lar dehydration. Hence in edematous states there is abnormal 
retention of salt, particularly sodium, with accumulation of salt 
and water in the extracellular compartments of the body; the 
edema cannot be dissipated until the fixed basic ions are 
mobilized, transported, and excreted through the kidneys. A 
tendency toward acidosis from ingestion of acid-yielding foods 
or ingested acid salts calls forth the sodium base from the 
tissues to form neutral salts; sodium is drawn into the blood 
plasma from the interstices to neutralize the acid metabolites, 
and the water thus released is excreted by the kidneys in the 
elimination of compound neutral salts. As this water and these 
salts are excreted in the urine, the plasma is replenished from 
the tissue fluids and the edema is cleared. 


Most practitioners at present recognize the significance of 
this disturbed electrolyte balance. Many edematous patients 
react favorably to a reduction of the sodium chloride to 1.5 
to 2 Gm. a day, accomplished at the expense of a temporary 
protein starvation (an adequate protein intake of 1 Gm. per 
kilogram of body weight would supply a minimum of 4 Gm. of 
salt). The Karell diet represents an attempt to provide a low 
salt, low fluid, low calorie, low protein, and low fat regimen; 
the patient with edema actually needs a high protein intake. 
Other methods to control the edema have been administration 
of acid salts (ammonium or potassium chloride or nitrate) 
to produce acidosis and injection of 5 per cent glucose solution. 
In patients with edema all these methods, and such others as 
digitalization and administration of diuretics, should be tried. 


Among the diuretics, mercurials have held a high place, 
but they have been responsible for some serious and a few 
fatal reactions. A new product, Thiomerin, has been found to 
be 160 times less toxic than Mercuhydrin (one of the most 
effective of the mercurials) and just as effective. The authors 
have used it in 200 cases of edema by subcutaneous injection 
and in 50 cases by intravenous injection. The drug was given 
in 0.5, 1, and 2 cc. doses 1 to 15 times to various patients at 
intervals of 5 to 7 days for as long as 9 months or daily up to 
5 days in succession without producing any renal or cardiac 
irritation or any complication. The drug was also found to be 
effective after small subcutaneous doses of ammonium chloride. 
These observations seem to substantiate the theoretical and 
experimental advantages of low toxicity subsequent to incor- 
poration of a sulfhydril radical into an organic mercurial 
diuretic. 


POSSIBLE HAZARDS OF HIGH FAT DIETS IN 
CORONARY DISEASE 

There seems to be no particular tendency for peptic ulcer 
to develop in persons with coronary disease, but, since both 
diseases are relatively common in men in the middle decades 
of life, physicians have to treat a comparatively large number 
of patients with the two diseases simultaneously. In_ the 
Journal of the American Medical Association, March 5, 1949, 
Milton Plotz, M.D., discusses some hazards in the use of the 
customary high fat diet for ulcer patients. 


Coronary sclerosis is somewhat different from arterio- 
sclerosis of peripheral vessels in that the latter is a lesion 
involving primarily the media with only very little thickening 
of the intima in the early stages. In coronary sclerosis nearly 
all the disease is located in the intima, and involvement of the 
media is late and comparatively unimy ortant; the process is 
thus an atheromatosis instead of a scler. sis. Coronary athero- 
matosis accounts for more than 9) per cent of cases of 
coronary disease; hence if the patient Las any coronary dis- 
ease—angina pectoris, coronary thrombosis, or myocard’al in- 
farction—it is reasonably certain that there is atheroma in 
one or more of the coronary arteries. Although it has not 
been definitely established that the lip'd content of the diet 
has anything to do with deposition of cholesterol in athero- 
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matosis, it may be assumed that there is a definite connection 
between cholesterol metabolism and coronary atheromatosis, 

Plotz reports on 10 patients, all of whom had had previ- 
ous coronary disease, who died within several months after 
use of a high fat diet was begun. In another group of patients 
(17) with known coronary disease in whom symptoms of 
peptic ulcer appeared 1 or more years after the diagnosis 
of cardiac disease was definitely established, symptoms of 
the coronary disease became worse within 3 months after 
institution of the high fat diet. There is no evidence that a 
high fat diet is harmful to a patient with intact coronar: 
arteries, but such a diet may be dangerous for one with 
coronary disease. For such patients Plotz recommends fre- 
quent feedings of a low fat diet. 

In discussing this article before the Section on Gastro- 
Enterology and Proctology of the American Medical Associa- 
tion, Louis N. Katz, M.D., and Walter L. Palmer, M.D., 
expressed the opinion that the evidence presented does no’ 
justify the conclusions drawn. Both physicians stressed the 
fact that the body has great powers to synthesize lipids from 
merely lowering the fat intake. 
nonlipid food; hence there is much more to the problem than 


ANTIBIOTIC THERAPY FOR CUTANEOUS ANTHRAX: 
REPORT OF FIVE CASES 

W. A. Reilly, M.D., and C. R. Beeson, M.D., writing in 
Archives of Internal Medicine, December, 1948, state that in 
a choice between penicillin and streptomycin for the treatment 
of anthrax they prefer the former as it more effectivel) 
suppresses cultural growth and is cheaper and more readily 
available. It is thought that streptomycin may prove to bc 
the drug of choice after further study. 

The series presented includes four cases given daily doses 
of 300,000 units of penicillin and 6 Gm. of sulfadiazine for 
5 days; all improved within 24 hours and made further rapid 
progress. The fifth case responded equally well to strepto- 
mycin therapy—500 mg. intramuscularly initially and 250 mg. 
every 3 hours for 5 days. 

Morton Terry, D.O. 


SEATTLE SITE OF AMERICAN ASSOCIATION OF 
BLOOD BANKS ANNUAL MEETING 

The Second Annual Meeting of the American Association 
of Blood Banks will convene in Seattle, at the Olympic Hotel 
November 3, 4, 5, 1949. 

An excellent program is being arranged which will be of 
interest to both scientific and administrative personnel of blood 
banks and hospitals. Julius W. Davenport, Jr., M.D., Director 
of the Blood Plasma Service, Southern Baptist Hospital, 2700 
Napoleon, New Orleans, is chairman; and Paul I. Hoxworth, 
M.D., University of Cincinnati College of Medicine, Cincinnati 
General Hospital, Cincinnati; Mr. Charles G. Ransom, Director 
of the Blood Bank Foundation, 1911 Broadway, Nashville 4, 
Tenn.; Joseph Porter, M.D., Maine General Hospital, Port- 
land, Maine; and William Levin, M.D., John Sealy Hospital 
Blood Bank, 816 Strand, Galveston, Tex., are members of the 
Program Committee. The King County Central Blood Bank 
of Seattle will be host to convention delegates. 

Ralph G. Stillman, M.D., 315 East 68th Street, New York 
21, New York, President of the Association, states he is con- 
fident there wiil be many interesting and informative papers 
Further, it is anticipated that a program will be presented for 
means of cooperation of all blood banks in the country for 
united action in case of emergency or national disaster. 

For further details contact the Office of the Secretary 
3301 Junius Street, Dallas 1, Texas. 


GRADUATE COURSES OFFERED 
Philadelphia College of Osteopathy—The Graduat. 
School—Basic and intermediate courses in osteopathic crania 
surgery, September 19-24. Class limited. Tuition $150, Mak« 
application to the office of the Dean, 48th and Spruce Sts 
Philadelphia 39, 
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Conventions and 
Meetings 


Announcements 


American Osteopathic Association 
Fifty-Third Annual Meeting, St. 
Louis, July 11-15, inclusive. Program 
Chairman, K. R. M. Thompson, Chi- 


cago. 


\cademy of Applied Osteopathy, Hotel 
Jefferson, St. Louis, July 15, 16. 

\merican College of Osteopathic Intern- 
ists, Hotel Warwick, Philadelphia, 
October 15-18. Program Chairman, 
William Scott, Philadelphia. 

\merican College of Osteopathic Sur- 
geons, Statler Hotel, Detroit, October 
9-13. Program Chairman, Karnig 
Tomajan, Boston. 

\merican Osteopathic Board of Ophthal- 
mology and Otolaryngology, Columbus, 
Ohio, October 11-14. i 

\merican Osteopathic Board of Radiol- 
ogy, Detroit Osteopathic Hospital, De- 
troit, October 6, 7. 

American Osteopathic Board of Surgery. 
October 9-11, Detroit. 

\merican Osteopathic College of Radiol- 
ogy, Hotel Statler, Detroit, October 
9-11. 

American Osteopathic Hospital Associa- 
tion, Hotel Statler, Detroit, October 
9-12. 

Kansas, Kansan Hotel, Topeka, October 
1-5. Program Chairmen, Thomas O. 
Osborn, Colony, and Harvey H. Stef- 
fen, Wichita. 

Kentucky, Brown Hotel, Louisville, Oc- 
tober. Program Chairman, Martha FE. 
Garnett, Louisville. 

Maine, midyear meeting, Bangor, No- 
vember 5, 6. 

Michigan, Civic Auditorium, Grand 
Rapids, October 31-November 3. Pro- 
gram Chairman, L. M. Jarrett, Lan- 
sing. 

Missouri, Hotel Continental, 
City, September 27-29. 

New Jersey, midyear meeting, Trenton, 
September 9-11. 

New Mexico, LaFonda Hotel, Santa Fe, 
September 8-10. 

New York, Hotel Arlington, Bingham- 
ton, October 14, 15. Program Chair- 
man, Charles K. Smith, Elmira. 

Ohio, midyear meeting, Cincinnati, No- 
vember 9, 10. 

Oklahoma, Mayo Hotel, 


Kansas 


Tulsa, October 


18-20. Program Chairman, C. 
Baird, Tulsa. 
Osteopathic Academy of Orthopedists, 


Statler Hotel, Detroit, October 9-13. 
Osteopathic College of Ophthalmology 
and Otorhinolaryngology, Fort Hayes 
Hotel, Columbus, Ohio, October 11-15. 
Program Chairman, Ralph S. Licklider, 
Columbus, Ohio. 
Rocky Mountain Conference (Colorado), 
Broadmoor Hotel, Colorado Springs, 
November 11-13. 

Vermont, Randolph, October 5, 6. Pro- 
gram Chairman, Edward T. Newell, 
Rutland. 

Western States Osteopathic Society of 

Proctology. Amarillo, Tex., Septem- 

ber 19-21, 
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In treating Para-nasal Infections with 


there 


is no rebound action 


to complicate end results 


The desirable goal of treat- 
ment is the restoration of normal 
nasal function, an impossible achieve- 


ment when the use of vasoconstrictors 
induce rebound congestion or Rhinitis 


Medicamentosa. 


ARGYROL not only has proven effec- 
tiveness in restoring normal function, 
but its use wholly avoids such unde- 


sirable side reactions. 


The ARGYROL Technique 


1. The nasal meatus...by 20 per cent 
ARGYROL instillations through the 
nasolacrimal duct. 

2. The nasal passages...with 10 per cent 
ARGYROL solution in drops. 

3. The nasal cavities...with 10 per cent 

| ARGYROL by nasal tamponage. 


Its Three-Fold Effect 

1. Decongests without irritation to the 
membrane and without ciliary injury. 

2. Definitely bacteriostatic, yet non-toxic 
to tissue. 

3. Stimulates secretion and cleanses, 
thereby enhancing Nature's own first 

line of defense. 


ARGYROL 


choice in treating para-nasal infection. 

SPECIFY THE ORIGINAL ARGYROL PACKAGE 
Mode only by the 

A. C. BARNES COMPANY 

NEW BRUNSWICK, N. J. 


ARGYROL is a registered trademark, the property of 
A. C. Barnes Company 


OFFICIAL AND AFFILIATED 
ORGANIZATIONS 
ARIZONA 
State Society 
The officers are: President, Coy L. 
Purcell, Tucson; president-elect, |. Wal- 
ter Larkin, Phoenix; vice president, 
Homer W. Fredericks, Tucson; secre- 
tary-treasurer, L. E. Nowlin, Phoenix. 
Carleton E. Towne, Robert W. Grant, 
Van H. Fossler, all of Tucson, and W. 

Dale Jamison, Phoenix, are trustees. 


State Society Auxiliary 
The officers are: President, Mrs. Coy 
L. Purcell; vice president, Mrs. Robert 
W. Grant; secretary-treasurer, Mrs. Bur- 
ton M. Gotshall; corresponding secre- 
tary, Mrs. Van H. Fossler, all of Tuc- 
son. 


Tucson 

The officers are: President, Homer M. 
Fredericks (re-elected) ; vice president, 
Coy L. Purcell; secretary-treasurer, 
H. V. Halladay (re-elected), all of Tuc- 
son, 

Ernie E. Johnson, Robert W. Grant, 
and Burton M. Gotshall, all of Tucson, 
are the trustees. 


ARKANSAS 
State Society 


The program announced in advance for 
the annual meeting held June 3, 4 at 
Jonesboro included the following : “Diag- 
nosis in the Treatment of Heart Dis- 
ease,” “Laboratory Aids and the Practi- 
cal Use of the Electrocardiogram in 
Diagnosing Heart Disorders,” “Chemistry 
of Water Balance,” “Blood Transfusions 
and Plasma in Heart Disease,” “Treat- 
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. A MEMBER OF THE VITAMIN B COMPLEX 
OF GREAT THERAPEUTIC PROMISE 


availability of inositol, a member of the vitamin B complex, 
Wado many years of intensive laboratory and clinical investi- 
‘gation. In the experimental animal inositol has been shown to be 
intimately concerned with fat and lipoid metabolism. It exerts a 
distinct lipotropic action on the liver and is capable of counteracting 
the influence’ of metabolic aberrations or of a disturbed dietary 
known to induce lipoid degeneration. Inositol also has been shown 
to reduce the severity of or prevent the development of atheroscle- - 
-rosis in animals fed a high cholesterol diet. 


While the clinical applicability of inositol is not clearly defined 
at this writing, most of the investigators who have worked with this 
substance are unanimous in the thought that it holds great promise 
in the treatment of degenerative arterial processes, many hepatic 
disorders, and certain metabolic di It has been used in the 
treatment of cirrhosis of the liver, xanthomatous cutaneous lesions, 
atheromatous disease, psoriasis, and hypercholesteremia. 


Inositol-C.S.C. is available in 0.5 Gm. capsulettes (capsule shaped 
tablets) in bottles of 100. A complete review of the literature on in- 
ositol and dosage recommendations arising therefrom are available. 


LSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, I7 EAST 42ND STREET, NEW YORK I7, N. Y. 


ment of Acute Heart Failure,” and “Os- 
teopathic Principles in the Diagnosis and 
Treatment of Heart Disorders,” Jacob 
Roser Kansas City, Mo.; “A New Tech- 
nic irs the Osteopathic Treatment of 
Low-Hack Disorders,” W. B. Farris, 
Fort Smith; “Treatment for Malfunc- 
tioning Knee Joints,” L. J. Bell, Helena. 


CALIFORNIA 
Citrus Belt 
John A. Costello, Los Angeles, spoke 
on “Differential Diagnesis and Treat- 
ment of Phlebothrombosis and Throm- 
bophlebitis” at the meeting at Riverside 
April 14. 


Long Beach 
Representatives of the Harrower Lab- 
oratory showed movies on the problem 
of peptic ulcer with emphasis on diag- 
nosis by gastroscopy at the meeting April 
6 at Long Beach. 


Monterey Peninsula 
Items on the agenda for the House 
of Delegates of the California Osteo- 
pathic Association were discussed at the 
meeting at Salinas April 13. 


Orange County 

The officers are: President, G. Abbott 
Smith, Orange; president-elect, Merlin 
Brubaker, Fullerton; secretary-treasurer, 
Eric Evans, South Laguna. 

Hester T. Olewiler, Santa Ana, is 
trustee. 

Pasadena 

Miss Helen Woodworth, R.N., super- 
visor, Pasadena Visiting Nurses Associ- 
ation, spoke on the duties and accom- 
plishments of that organization and 
Judge William R. McKay, formerly of 
the criminal division of the Superior 
Court of Los Angeles, spoke on medico- 
legal problems at the meeting at Pasa- 
dena April 21. 
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San Gabriel Valley 
The agenda for the annual meeting of 
the California Osteopathic Association 
was discussed at the meeting April 2% 
at San Marino. 
Santa Barbara 
See Ventura. 
Ventura 


W. Ballentine Henley, president, 
COPS, spoke on medical education at 
the joint meeting with Santa Barbara 
at Oxnard April 10. 


COLORADO 
State Society 

The officers are: President, Cecil C. 
Thorpe, Longmont; vice president, C. A. 
Tedrick; secretary-treasurer, C. Robert 
Starks (re-elected), both of Denver. 

Harold M. Husted, Denver, and Elmer 
J. Lee, Greeley, are trustees. 

Northern 

The officers are: President, Daniel K. 
McCrea, Greeley; vice president, Mike 
S. Cherwin, Longmont; secretary-treas- 
urer, Robert W. Trethewey, Loveland. 

L. E. Mitchell, Longmont, and G. 
Nahrgang, Boulder, are trustees. 

The committee chairmen are: Mem- 
bership, Earl E. Henshaw; public rela- 
tions, Elmer J. Lee, both of Greeley; 
legislation, Cecil Thorpe, Longmont. 


DISTRICT OF COLUMBIA 

Mr. J. Edgar Caswell of the Division 
of Education, District of Columbia 
Health Department, spoke on “Facilities 
of the Health Department” at the meet- 
ing May 24. 

The officers are: President, A. F. Dil- 
worth, Washington; vice president, Wil- 
liam C. Spence, Jr., Alexandria, Va.; 
secretary-treasurer, John <A. Cifala, 
Arlington, Va. 

The executive committee are: L. R. 
Bower, Washington; Frank C. Hudgins, 
Jr., Arlington, Va.; Ardeshir B. Irani, 
Washington; John K. Rye, Bethesda, 
Md.; and Lulu Irene Waters, Wash- 
ington. 


FLORIDA 
State Society 


The program announced in advance 
for the joint annual meeting with the 
Georgia State Association at Daytona 
Beach June 5-8, included the following: 
“Pathologic Physiology of the Anemias 
—Their Diagnosis and Treatment,” 
“Pathologic Physiology of Liver Dis- 
eases — Liver Function Tests,” and 
“Pathologic Physiology of Carbohydrate 
Metabolism with Special Reference to 
Diabetes,” W. J. Loos, Chicago; “The 
Art of Resuscitation,” J. L. Axelrod, 
Philadelphia; “Poliomyelitis,” L.  R. 
Morgan, Joplin, Mo.; “Nervousness, In- 
digestion and Pain,” Dr. Morgan and 
G. J. Conley, Kansas City, Mo. 

District Three (Mid-Florida) 

The officers are: President; Lester 
Phillips, Winter Garden; vice president, 
William J. Furey, Jr., Eustis; secretary- 
treasurer, F. P. Maupai, Orlando. 

Kenneth B. Tindall and Kenneth R. 
Steady, both of Orlando, are trustees. 

District Five (West Coast) 

The officers are: President, Joseph 
James Locke; vice president, J. Bray- 
don Cahill; secretary-treasurer, Ray 
Wunderlich (re-elected), all of St. 
Petersburg. 
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GEORGIA 
State Society 

State Society. 

IDAHO 
State Society ; 

The program announced in advance 
for the annual meeting at Boise May 
included the following: “Asso- 
Affairs — State and National,” 
” and “The Value 


See Florida, 


Osteopathy at Work, 
£ Structural Examination in General 
Diagnosis,” Stephen M. Pugh, Everett, 
Wash.; “Clinical Aspects of Osteopathic 
Research” and “Management of Difficult 
Problems,” J. S. Denslow, Kirksville, 
Mo.; “Osteopathic Technic of the 
Shoulder, Atlas, Cervical Region,” “Gyn- 
ecological Osteopathic Technic,” “Sacro- 
iliac Diagnosis and Correction,” “Asthma 
Can Be Cured—Necessary Rib Technic,” 
and “Osteopathic Correction of Foot 
ind Ankle,” O. D. Ellis, Lincoln, Neb.; 
“Osteopathic X-Ray Diagnosis of Spines 
of Children in Adair County, Mo.,” Drs. 
Denslow and Ellis. 
ILLINOIS 
State Society Auxiliary 
The officers are: President, Mrs. Wil- 


bur J. Downing, Chicago; president- 
elect, Mrs. Harold Arfstrom, Rockford; 
vice president, Mrs. Joe Thornburg, 
Monmouth; secretary, Mrs. Dale Rich- 
ardson, Pontiac; treasurer, Mrs. J. G. 
Wagenseller, Chicago. 
District Six 
The officers are: President, Joyce 
Grearson, Springfield; vice president, 
Roe Downing, Quincy; secretary-treas- 
urer, Charles S. Berry, Carlinville. 
INDIANA 
Northeastern 
The officers are: President, Dale G. 
Treadwell, Auburn; vice president, C. R. 
Green (re-elected), Marion; secretary- 
treasurer, J. E. Carter, Fort Wayne. 
The committee chairmen are: Mem- 
bership, Lee W. Yoder, Wabash; con- 
vention arrangements, John D. Hall, 
Kendallville; public health, Rufus Von 
Gunten, Berne; industrial and_institu- 
tional service, J. Verling Walrod, Peru; 
public relations, Charles J. Blackman, 
Bluffton; ethics, Louis E. Brown; hos- 
pitals, E. R. Horton, Jr.; clinics, C. W. 
Dygert; statistics, C. N. Cain; conven- 
tion program, J. E. Carter; legislation, 
John M. Kauffman; vocational guidance, 
Eric Paul Nauman, all of Fort Wayne. 
IOWA 
State Society 
are: President, H. L. 
vice president, Harold 
secretary-treasurer, 
All were re- 


The officers 
Gulden, Ames; 
D. Meyer, Algona; 
Mr. Dwight S. James. 
elected. 

John Q. A. Mattern, Des Moines, and 
George W. Sutton, Mount Pleasant, are 
trustees. 

The committee chairmen are: 
sional affairs, Richard C. 
bard; membership, Wilmoth J. Mack, 
Radcliffe; convention program, Dr. 
Meyer; hospitals, David H. Grau, Mus- 
catine; ethics and censorship, Clive R. 
Ayers, Grant; convention arrangements, 
Rachel Hodges Woods, Des Moines; 
ophthalmology, Roy G. Trimble, Monte- 
zuma; public affairs and legal and legis- 
lative, G. A. Whetstine, Wilton Junc- 


Profes- 


Rogers, Hub- | 
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Physicians know they can depend upon 
time-tested FELSOL for the quick relief of © 
paroxysmal respiratory distress attending 

asthma and bronchitis. Convenient, orally- 
administered FELSOL is also recommended © 
for the symptoms commonly 
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tion; 
Des Moines; 


ternal child 
Barquist, 
cine, Robert 


cancer control, 


veterans affairs, 
professional liability 
surance, C. K. Risser, Maquoketa; 
health, 
Des Moines; 
K. Richardson, 
John W. Campbell, Dav- 
Johnson, 


enport; public relations, 


Jr., Jefferson; 
McNerney, 


education, B. A. Wayland, 
Jack, 


ids; radio, Ralph 


public relations 


Miles, Des Moines. 


KANSAS 


J. K. 
public relations, 
West Des Moines; 
Cedar Rap- 
Ogden; 
tional guidance, R. C. Rogers, Hubbard; 
counselor, 


South Central 


The officers are: 


Brenz, IJr., 


Mr. 


Jean F. LeRoque, 


in- 
ma- 


Harry A. 
socialized medi- 
Algona ; 


public 


yvoca- 


Frank 


President, Louis E. 
Arkansas City; vice presi- 


dent, Robert Buchele (re-elected), How- 


ard; 
don (re-elected), 


secretary-treasurer, 


Sedan. 


Earl C. 


Logs- 


L. E. Brenz, Sr., Arkansas City; A. L. 
Quest, Augusta, and Courtney B. Myers, 


Madison, are trustees. 
Richard G. Gibson, Winfield, is pro- 
gram chairman. 
LOUISIANA 
Southwest 
The officers are: President, V. Lloyd 
Wharton; vice president, Carl E, 


Warden, both of Lake Charles; secre- 


tary-treasurer, A. E. Stanton, Crowley. 
All were re-elected. 
Dr. Warden is convention program 
chairman. 
MAINE 
Cumberland 
The officers are: President, Everett 
S. Winslow; secretary-treasurer, Louise 
M. Jones, both of-Portland. Both were 


re-elected. 
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bership, Paul M. Brose, Holyoke; ethics, 
George A. Haswell, Northampton; hos- 
pitals, Ralph D. Head, Pittsfield; clinics, 
Bertha L. Miller, Springfield; statistics, 
LaRue Kemper, Northampton; legisla- 
tion, Philip S. Taylor, Springfield; vo- 
cational guidance, Ward C. Bryant, May 4. 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


FOR MORE THAN 37 YEARS 


T IODEX HAS HELD 
7 THE CONFIDENCE 


OF PHYSICIANS 


Wig EVERYWHERE 


AND ITS 
THERAPEUTIC 
EFFECTIVENESS 

1S MEASURED 
THROUGH YEARS OF 
CLINICAL EXPERIENCE 


CONTAINS 
Mono-iodo-oleic acid in a neutral petrolatum 


base. The iodine separates from the carrier 
molecule giving prolonged action. 


PROVIDES 
Effective iodine medication without irritation. 


..+ Stimulates cell proliferation ... Promotes 
normal granulation. 


SUPPLIES 
An acidifying effect. Its pH (3.6) closely ap- 
proximates that of the normal skin (3.5 to 4.5 
in most areas). 

INDICATIONS 
Minor wounds, cuts, burns, abrasions, indura- 
tions, enlarged glands and many skin disorders. 

DIRECTIONS 

Unbroken skin—Rub in thoroughly until the color 


disappears. Broken skin—Apply, cover with 
gauze, and keep in place with a light bandage. 


FOR SAMPLES AND LITERATURE WRITE TO 
MENLEY & JAMES, LTD. © 70 WEST FORTIETH STREET, NEW YORK 18, N. Y. 


MASSACHUSETTS 
Connecticut Valley 


the meeting at Springfield April 26. 
“Brachial and Lumbar Plexuses” was 
presented by Paul M. Brose, Holyoke, 
and Philip S. Taylor, Springfield, at the 
meeting at Northampton, May 24. 


MICHIGAN 
Oakland County 


Oak: 


Dr. Russell is trustee. Southeast 
The committee chairmen are: Mem- 


May 14. 


Western 


Greenfield; public health, Bernard St. 
John, Northampton; industrial and in- 
Bernard H. Tillman, Springfield, spoke _ stitutional service, Victor J. Manley, 
on “Cardiac and Bronchial Asthma” at Springfield; public relations, Dr. Wood. 


The officers are: President, Cecil W. 
Matheny, Hazel Park; vice president, 

The officers are: President, Alexander val Ro 
David Morrison, Pittsfield; secretary- 
treasurer, Charles W. Wood  (re- 
elected), Holyoke. 


Edward G. Sluyter, Royal Oak, and 
Luther G. Huddle, Ferndale, are trustees. 


Reports on the O.P.F. drive and mid- 
year meeting of the House of Delegates 
were given at the meeting at Petersburg 


A moving picture on the use of oxy- 
gen therapy in treating cardiac patients 
was given at the meeting at Muskegon 
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MISSOURI 
Northeast 


The reporting and control of disease 
was presented by Mr. Earl V. Porter, 
sanitary engineer, Missouri State Board 
of Health, at the meeting at Kirksville 
May 12. 

The officers are: President, Harry 
McCracken, La Belle; vice president, 
Uda Belle Garrison; secretary-treasurer, 
William A. Jones (re-elected) ; reporter, 
Howard E. Gross (re-elected) ; parlia- 
mentarian, A. C. Hardy (re-elected), all 
of Kirksville. 

A meeting was scheduled to be held 
on June 9 at Hannibal. 

St. Louis 

Collin Brooke, St. Louis, was to show 
several films on rectal surgery and dis- 
cuss the certification program at the 
meeting at St. Louis, May 17. 


NEW JERSEY 
Bergen County 
“Osteopathic Medical Therapy of 
Arthritis” was presented by John Lalli, 
Jackson Heights, L. I., New York, at 
the meeting at Hackensack May 6. 
Camden County 
The officers are: President, Kenneth 
Standring, Oaklyn; vice president, Sid- 
ney Weitberg; secretary-treasurer, Sid- 
ney Slotkin, both of West Collingswood. 
Elton Albeck, Collingswood, and Alex- 
ander Beck, Audubon, were appointed to 
the board of directors. 


NEW MEXICO 
Central 


Jon M. Hagy, Albuquerque, spoke on 
“Neglect of Children Following Acute 
Infectious Diseases” at the meeting 
April 21 at Albuquerque. 

South Eastern 

“Cardiac Problems” was presented by 
C. A. Stryjewski, Artesia, at the meet- 
ing at Artesia May 14. 


NEW YORK 
Rochester 
Eugene Casey, Binghamton, spoke on 
affairs of the state society at the meet- 
ing May 21 at Rochester. 


OHIO 
First District Academy (Toledo) 

The officers are: President, Jack 
Wright; president-elect, Russel Beck; 
vice president, V. C. Lechner, all of 
Toledo. 

Second District Academy (Sandusky) 

The officers are: President, Robert J. 
Mulford, Amherst; vice president, Nel- 
son J. Musson, Fremont; secretary-treas- 
urer, V. B. White, Vermillion. 

Third District Academy (Cleveland) 

The officers are: President, Clifford 
C. Foster, Lakewood; vice president, 
J. W. Engle; secretary-treasurer, Stan- 
ley B. Koermer, both of Cleveland. 

Domenic J. Aveni, Cleveland, _ is 
trustee. 

Sixth District Academy (Lima) 

The officers are: President, H. E. 
Wisterman, Lima; vice president, J. W. 
Clark, Delphos; secretary, Mrs. H. E. 
Wisterman; treasurer, R. J. Biery, both 
of Lima. 

Seventh District Academy (Mansfield) 

President, B. P. Mansfield, Galion; 
vice president, Robert L. Souder; secre- 
tary-treasurer, R. W. Hutchison, both of 
Ashland. 
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Ninth District Academy (Warren) 

The officers are: President, Myron W. 
Riegel, Salem; vice president, Hyde 
Storey; secretary-treasurer, Harvey C. 
Seiple, both of Warren. 

Tenth District Academy (Canton) 

The officers are: President, Isadore 
Browarsky, Massillon; vice president 
and secretary-treasurer, Marie A. Ken- 
ner, Canton. 

Joseph Rader, Massillon, and Robert 
Swager, Canton, are trustees. 

Eleventh District Academy (Dayton) 

The officers are: President, Paul 
Croushore; president-elect, J. H. Moh- 
ler; vice president, Leo H. Hoersting; 
secretary-treasurer, John R. Snyder, all 
of Dayton. 

Fourteenth District Academy (Marietta) 

The officers are: 


elected) ; treasurer, Robert E. Severin, 
both of Marietta. 
Fifteenth District Academy “(Cincinnati) 


The officers are: President, J. Collin 
Kratz; vice president, Robert C. Ful- | 
ford; secretary, T. V. Canfield; treas- | 


urer, Robert C. Hill, all of Cincinnati. 
William S. Schultz, George H. Kerst- 
ing, and A. O. Corrodi, all of Cincin- 
nati, are trustees. 
OKLAHOMA 
Cimarron Valley 
The officers are: President, 
Hanson, Cleveland; secretary, 
Ewing, Yale. 


& 


Northeastern 
The officers are: President, 
Bamberl, Miami; vice president, Law- 
rence K. Johnson, Afton; secretary- 
treasurer, Douglas C. Logan, Pryor. 
The committee chairmen are: Legis- 
lation, Ray Thompson, Vinita; publicity, 
Carl Samuels; public health, R. L. Det- 
jen, both of Pryor; professional educa- 
tion, C. H. Johnson; hospitals and 
clinics, Lawrence K. Johnson, both of 
Afton; ethics, Edward B. Wheeler; vo- 
cational guidance, Warren L. Stevick, 
both of Nowata. 
Northwestern 
D. W. Streitenberger, Ponca City, 
spoke on “The Ear as an Office Prob- 
lem” at the meeting at Enid May 26. 
South Central 


The officers are: President, Fred H. | 


Erhardt; secretary, Charles Bumgard- 
ner, both of Chickasha. 

Southeastern 
The officers are: President, C. H. 
Bramblet, Boswell; secretary, W. V. 
Crotty, Fort Towson. 


OREGON 
Southern 
Diagnosis and treatment of nephritis 
and nephrosis was discussed by H. A. 
Krause, Medford, at the meeting at 
Grants Pass May 9. 
Willamette Valley 
Mr. Lewis Chapman, Chicago, di- 
rector, Osteopathic Progress Fund, spoke 
on the college problem and R. M. 
Gordon, Salem, spoke on “Office Nice- 
ties” at the meeting May 14 at Eugene. 
RHODE ISLAND 
State Society 
The officers are: President, G. Stev- 
ens McDaniel, Jr., East Greenwich; first 
vice president, Walter M. Pelser, Wick- 
ford; second vice president, Keaim M. 


PLEASE MENTION THE JOURNAL 


J. Walter Axtell, | 
Marietta; vice president, E. H. Webster, | 
Zanesville; secretary, W. E. Kelly (re- | 


L. J. | 
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Cardiac Diagnosis 
a time saving aid 


THE DRY METHOD — no chemicals, no dark room, no batteries, no ink, 
provides an accurate, permanent record of myocardial function. 


DIRECT-RECORDING 
ELECTROCARDIOGRAPH 


is as simple as it is rapid. The leads are marked automatically and are selected 
at the turn of a dial. Standardization may be recorded before or during the 
tracing, and the speed of the paper is accurately calibrated. 


For complete literature on The Burdick Direct-Recording Electrocardiograph, 
see your local Burdick dealer, or write us —THE BURDICK CORPORA- 


TION, Milton, Wisconsin, 


THE BURDICK 


Kechijian, Pawtucket; treasurer, Fred- 
erick F, Manchester (re-elected), Provi- 
dence. 


Mr. Garland N. Robbins, Cranston, 
was re-elected executive secretary. 


The committee chairmen are: Voca- 
tional guidance, Richard J. Dowling; 
publicity and public education, Terrell 
E. Cobb; ethics, Ragnar H. Nordstrom ; 
hospitals, William Gants; rules, Wil- 
liam B. Shepard; membership, F. Chand- 
ler Dodge, all of Providence; veterans 
and certification board, Augustus Mar- 
sella, Natick; industrial and institutional 


CORPORATION 


service, Foster C. True, Cranston; pro- 

gram, Dr. Pelser; legislation and ju- 

diciary, Frederick Lenz, Cranston. 
SOUTH DAKOTA 


State Society 

The program amounced in advance 
for the annual meeting held at Aberdeen 
June 5-7 included the following: “In- 
testinal Obstruction,” “Acute Conditions 
of the Abdomen,” “Intervertebral Disk 
Lesions,” and “Thyroid Gland,” Howard 
A. Graney, Des Moines, Iowa; “Osteo- 
pathic Technic for Shoulder, Cervical 
Vertebrae, and Atlas,” “Asthma Can Be 
Cured,” “Do I Believe in Osteopathy?” 
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Yopular 


This new Pelton 
self-contained 
autoclave has 
proved the perfect 
answer to the need 
for greater 
sterilizing capacity 
by clinics and 
large offices. 

Ask your dealer 

or write for 
complete details of 


Pelton Model LV. 


THE PELTON & CRANE CO., DETROIT 2, MICHIGAN 


- 


Write for 


Sample 
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“Sacroiliac Diagnosis and Correction,” 
and “Osteopathic Correction of the 
Arches and Ankles,” O. D. Ellis, Lin- 
coln, Neb. 


TENNESSEE 
Eastern 
The officers are: President, F. R. 
Mahagen, Vonore; vice president, Joe 
Gooch, Knoxville; secretary-treasurer, 
Mildred Alexander (re-elected), Green- 
back. 
TEXAS 
State Society Auxiliary 
The officers are: President, Mrs. Lige 
Edwards, San Antonio; president-elect, 
Mrs. A. L. Garrison, Port Arthur; vice 
president, Mrs. Merle Griffin, Corpus 
Christi; secretary-treasurer, Mrs. E. C. 
Baum, Austin. 


Hospital Association 
The officers are: President, Milton V. 
Gafney, Tyler; president-elect, Merle 
Griffin, Corpus Christi; secretary-treas- 
urer, Gordon Beckwith, San Antonio. 


Dallas County 
Professor A. A. Smith, Department 
of Economics, Southern Methodist Uni- 
versity, spoke on “Trends Toward So- 
cialism” at the meeting at Dallas in May. 


District Nine 

The officers are: President, Theron D. 
Crews, Gonzales; vice president, Don- 
ald M. Mills (re-elected), Victoria; 
secretary-treasurer, Harry L. Tannen, 
Weimar. 

The committee chairmen are: Member- 
ship, Carl R. Stratton, Cuero; ethics, 
Alan J. Poage, El Campo; hospitals and 
public health, Willis L. Crews, Gon- 
zales; clinics, J. V. Money, Schulenburg ; 
statistics, Dr. Tannen; convention pro- 
gram, Dr. Mills; legislation, Paul E. 
Pinkston, Victoria; vocational guidance, 
Richard L. Stratton, Cuero; public re- 
lations, Theron D. Crews. 


UTAH 
State Society 
A meeting was scheduled to be held 
at Salt Lake City May 9 to discuss 
plans for the annual meeting. 


WASHINGTON 
Yakima Valley 
The officers are: President, Harold R. 
Hofer; vice president, Charles L. Wil- 
son; secretary-treasurer, M. E. Herr, 
all of Yakima. 


WEST VIRGINIA 
State Society 

The program announced in advance 
for the annual meeting held May 15-16 
at Huntington included the following: 
“Seventy-Five Years of Progress in 
Osteopathy,” “Organized Osteopathy in 
Public Affairs,” “Osteopathic Organiza- 
tion in Professional Affairs,” and “Re- 
cent Advances in Research,” Stephen M. 
Pugh, Everett, Wash.; “Symptom Analy- 
sis,” “Urological Problems in General 
Practice,” “Differential Diagnosis of 
Biliary Tract Disease,” and “Evaluation 
of Pain in the Lower Right Abdominal 
Quadrant,” H. Dale Pearson, Erie, Pa.; 
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“Some Common Cutaneous Diseases— 
Their Diagnosis and Management,” and 
“New Methods in the Management of 
Syphilis,” Edwin H. Cressman, Phila- 
delphia. 
Ohio Valley 

The officers are: President, John A. 
Matousek, Weirton; vice president, Paul 
B. Jones; secretary-treasurer, J. Bruce 
McLean (re-elected), both of Wellsburg. 


WISCONSIN 
Milwaukee District 

The officers were reported in the June 
JOURNAL, 

The committee chairmen are: Member- 
ship, G. Miller; ethics, Donald E. Lind- 
ley; hospitals and clinics, Paul Atter- 
berry; vocational guidance, Harold E. 
Kerr; public health, Robert P. Bonham; 
industrial and institutional service, Irv- 
ing J. Ansfield; public relations, Vernon 
L. Von Wald, all of Milwaukee. 

Northwest 

The officers were reported in the June 
JOURNAL. 

The committee chairmen are: Member- 
ship, Donald R. Bartingale; ethics and 
legislation, E. C. Murphy, both of Eau 
Claire; hospitals, R. C. Fischer, Stevens 
Point; vocational guidance, John S. 
Anderson, River Falls; industrial and 
institutional service, Frederick Thornton, 
La Crosse; public relations, Edward C. 
Mossman, Chippewa Falls. 


CANADA 

Ontario 
The program announced in advance 
for the annual meeting held at Kitch- 
ener May 6-7 included the following: 
“Fundamentals of Health and Disease,” 
“The Low-Back Problem,” “Differential 
Diagnosis of Arthritis,” and “Practical 
Suggestions and Technic,” H. L. Sam- 
blanet, Canton, Ohio; “Treatment of 
Fatigue,” “The Profession,” “Treatment 
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Any significant reduction in the number of red 
corpuscles may be indicated by a wide variety of 
symptoms, such as loss of weight, nervousness, 
fatigue, headaches, listlessness, pallor, digestive 
upsets or general malaise. For the rapid correction 
of this condition, whether it be due to nutritional 


deficiencies, excessive blood loss, toxic blood de- specify 


struction, pregnancy, lactation or other known 
causes of anemia, a combination of essential blood- 


building factors is required. 
DPS Formula 100, a combination of vital blood- arte 


building elements, provides a powerful weapon in 
the attack against secondary anemia. Included in 
this balanced formula are the blood-forming prin- 
ciples of desiccated liver and stomach, organo- 
therapeutica of spleen and red bone marrow, iron, 
hemoglobin and the essential vitamins C, B, and 
B,, as well as pepsin to aid in the digestion, ab- 
sorption and utilization of needed elements. 

DPS Formula 100 is specifically designed to help 
build adequate red corpuscles, rich in hemoglobin. 


TO ADVERTISERS 


of Arthritis,” and “Essential Hyperten- 
sion,” R. McFarlane Tilley, Brooklyn, 
N. Y.; “The Cranial Concept” and 
“Cerebral Palsy,” Gordon Elliott, To- 

ronto. 


SPECIAL AND SPECIALTY 


dps formula 


DARTELL LABORATORIES 
1226 South Flower St., Los Angeles 15, Calif. 


PUGET SOUND ACADEMY OF 
APPLIED OSTEOPATHY 


IOWA CRANIAL ASSOCIATION 


GROUPS The annual _—— is scheduled to be The program announced in advance 
AMERICAN OSTEOPATHIC SOCIETY held June 16-19. for the meeting held at Seattle May 18 

_ OF PROCTOLOGY included the following: “Lesion Pat- 

The officers were reported in the May MICHIGAN SOCIETY OF terns,” Mary Alice Hoover, Tacoma; 

JouRNAL, OSTEOPATHIC ANESTHESIOLOGISTS, “(jinical Diagnosis,” H. V. Hoover, 
The trustees are: Collin Brooke, St. INC. Tacoma, and W. A. Newland, Seattle; 

Louis; Philip Haviland, Detroit; Russell The officers, all of whom were re- “Review of Essay on Vertebral Lesions 
Norton, Fort Lauderdale, Fla.; Frank elected, are: H. Calvin Geddes, Mount by Albert E. Guy,” M. D. Young and 


Stanton, Boston; R. Vance Toler, Shaw- Clemens; vice president, Mahlon L. Leanna Terry, both of Seattle; “Case 
nee, Okla.; and Lester Vick, Amarillo, Ponitz; secretary-treasurer, Yolanda M. Diagnosis,” E. Petersen, Tacoma; “The 
Tex. Anderson, both of Detroit. Care of the Child,” John Thorp, Seattle. 


The Ethical Topical Anodyne | 
that Controls...PAIN in muscle 
nerve and joint inflammations — 
CONTAINS Mvorare ment 


METHYL SALICYLATE 


BET-U-LOL 


HUXLEY PHARMACEUTICALS 
521 FIFTH AVENUE, NEW YORK, N, Y. 
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Controlled action in digestive 


for prompt relief. Its 


the undesirable 


or belladonna. 


of many spastic 


or intestines can be 


and greater safety. 


Supplied: Mesopin (2.5 mg. per 
is available on prescription in 
bottles of 100 tablets. 

Samples sen! on request. 


Endo Products Inc., Richmond Hill 18, N.Y. 


State and National Boards 
ARIZONA 

Basic science examinations September 
20 at the University of Arizona, Tucson. 
Applications must be filed 2 weeks prior 
to date of examination. Address Francis 
A. Roy, secretary-treasurer, Basic Sci- 
ence Board, University of Arizona, 
Tucson. 


Sedation 

and Euphoria 
for Nervous, 
Irritable Patients 


STANDARD 


When pain, heartburn, belching, 
nausea, or unstable colon are due 
to gastrointestinal spasm, Mesopin 
provides an effective means 
modic action on the digestive tract 
controls spasticity with 
virtual freedom from 
side effects of atropine 
Thus, symptomatic relief 


disturbances of the stomach 


achieved with discrimination 


“brand of homatropine methy! bromide 
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distress 


selective antispas- 


Mesopin 


selective 
gastrointestinal 
antispasmodic 


( 


tablet) 


COLORADO 


Basic science examinations Septem- 
ber 14-15. Applications must be filed 
before August 31. Address Esther B. 
Starks, D.O., secretary, Basic Science 
Board, 1459 Ogden St., Denver. 

CONNECTICUT 

Examinations in July. Address H. W. 

Gorham, D.O., secretary, Osteopathic 


Examining Board, Frost Bldg., Norwalk. 


PHARMACEUTICAL CO., INC. 
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DELAWARE 

Examinations in July. Address Joseph 

McDaniel, M.D., secretary, State Board 

of Medical Examiners, 229 S. State St., 
Dover. 

DISTRICT OF COLUMBIA 

Basic science and professional exami- 

nations in September. Address George 

C. Ruhland, M.D., secretary, Commis- 


sion on Licensure, Room 6150, East 
Municipal Bldg. 300 C. St, N. W, 
Washington, D. C. 

GEORGIA 


Examinations in July. Address R. |. 
Andrews, D.O., secretary, State Board 
of Osteopathic Examiners, 304 First 
National Bank Building, Rome. 

HAWAII 

Examinations in July. Address Male 
A. Runyan, D.O., secretary, Board «/f 
Osteopathic Examiners, 2333 C. Kal 
kaua Ave., Honolulu 30. 

Isabelle Morelock, Honolulu, has been 
reappointed to the Board for a term en 
ing December 31, 1951, and Mabel .\ 
Runyan, Honolulu, has been reappointc:! 
to the Board for a term ending October 
8, 1950. 

ILLINOIS 

Professional examinations October 4-6 
at Chicago. Address Mr. Fred \\ 
Ruegg, Supt. of Registration, Illinois 
Department of Registration and Educa- 
tion, State House, Springfield. 

IOWA 

Basic science examinations in Augus| 
Address Ben H. Peterson, Ph.D., secre- 
tary, Board of Basic Science Examiners, 
Coe College, Cedar Rapids. 

KANSAS 

The officers of the Board of Osteo- 
pathic Examination Registration 
are: President, Clarence A. Welker, 
Concordia; vice president, Dewey [3 
Wallace, Belleville; secretary, Forrest 
H. Kendall, Holton. 

MINNESOTA 

Examinations September 13. Address 
George F. Miller, D.O., secretary, State 
Board of Osteopathic Examiners, 60! 
Dayton Ave., St. Paul 2. 

MONTANA 

Examinations in September. Address 
Asa Willard, D.O., secretary, Board of 
Osteopathic Examiners, Wilma Bldg., 
Missoula. 

NEW HAMPSHIRE 

Examinations September 8-9. Address 
Deering G. Smith, M.D.,_ secretary, 
Board of Registration in Medicine, State 
House, Concord. 


_ NEW MEXICO 
Basic science examinations August 7. 


Address Miss Marguerite Kilkenny, As 


sistant Secretary of State, Secretary of 
State’s Office, Santa Fe. 


Each tablet contains Ext. of Valerian 0.05 gm. dispergentized for maximum efficiency. 
Odorless and tasteless. Non-habituating. ACTION AND USES: A mild central nervous system 
depressent. For use in emotional upsets, anxiety states, nervous insomnic, the nervous 
syndrome of the menopause and of arteriosclerotic subjects. 
1 or 2 tablets as required or 3 on retiring. 


Bottles of 50, 100 & 500. 
1123 Broadway, New York 
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PUERTO RICO | 
Examinations in September at San | 
juan. Applications must be filed 3 
onths in advance. Address Oscar G. 
osta Mandry, M.D., secretary, Board | 
* Medical Examiners, Box 3854, San- | 


turce, 


MULTI-PURPOSE TABLE— 


RHODE ISLAND 
MODEL “A,” TYPE 1 


Basic science examinations August 10. 
pplications must be filed by August 1. 
\ddress Mr. Thomas B. Casey, Admin- 
trator of Professional Regulation, 306 
State Office Bldg., Providence. _— 
TENNESSEE 
L.. D. Chesemore has been reappointed 
the Board of Examination and Regis- | 
tration for Osteopathic Physicians for a 
rm expiring October 19, 1951. Dr. | 
(hesemore has been re-elected president 
{ the Board, and M. E. Coy, Jackson, 
haus been re-elected secretary-treasurer. 
WASHINGTON 
Basic science and professional exami- 
nations in July. Address Mr.-George C. 
Starlund, acting director, State Depart- 
ment of Licensure, Olympia. 
WISCONSIN 
Examinations September 24 at the 
\ssembly Chamber, State Capitol, Madi- 
son. Applications must be filed by Sep- 
tember 17. Address C. A. Dawson, M.D., 
secretary, State Board of Medical Ex- 
aminers, River Falls. 
ALBERTA 
Examinations in September. Address 
G. B. Taylor, Office of the Registrar, 
Edmonton, Alberta. 
MANITOBA 


MOTOR- ELEVATED 


The officers of the Board of Osteo- 
pathic Physicians are: President, F. H. 
Deeks; vice president, R. M. Cornelius; GAULTI-PURPOSE TABLE— 
secretary, W. Kurth; treasurer, G. “A,” 


Murphy, all of Winnipeg. 
RE-REGISTRATION OF OSTEOPATHIC 
LICENSES 
July 1—within period of 60 days fol- 
lowing — Indiana, $5.00 for residents; 
$10.00 for non-residents. Address Paul 
R. Tindall, M.D., secretary, State Board 


of Medical Registration and Examina- 

tion, 20 N. Pike St., Shelbyville. EXAMINATION and TREATMENT TABLE 
August 1—New Mexico, $3.00. Ad- MODEL “A” 

dress H. E. Donovan, D.O., secretary, 


Board of Osteopathic Examination and 
Kesistration, Donovan Osteopathic Clinic 
and Hospital, Raton. 

September 1—Nebraska, $1.00. <Ad- 
dress Mr. Oscar P. Humble, Director of 
Bureau of Examining Boards, State De- 
partment of Health, Lincoln. 

September 1—Ohio, $2.00. 
H. M. Platter, M.D., secretary, 
Medical Board, 21 W. Broad St., 


If vacationing in New York State, 


EXAMINATIONS BY NATIONAL 
BOARD 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday 
of each May and December at the six 


Address 
State 
Co- 
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EXAMINE AND TREAT TO THE 
extent oF your 
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Whatever your technique, there’s a 
Ritter Table to lighten your work. Ritter 
Multi-Purpose Table, Model “A,” Type1, 
is easily and quickly adjusted for all 
examination and treatment positions. Air 
foam rubber cushions. 180° rotation. Can 
be lowered (27”) so patients of all 
heights can get on and off the table with 
ease. Can be raised high enough (45”) to 
suit your individual technique. Also 
available with 23”-41” range. Model 
“A,” Type 2, illustrated left, has adjust- 
able Proctological Knee Rest. Elevation 
31”-49”. 55° tilt. Examination and Treat- 
ment Table, Model “A” illustrated lower 
left, has “one-piece” top. 23”-41”. Ask 
your Ritter dealer for a demonstration, 


€OmPanmr 
SITTER PARE, ROCHESTER 3. 


| 


visit cur plant and see quality Ritter equipment manufactured. 


Application blanks 
may the secretary, 
and the completed application blank to- 


approved colleges. 


be obtained from 


gether with a passport photograph and 


check for the part or parts to be taken, 
must be in the Secretary's s office by the 


lumbus 15, 
is often relieved with 


RECTAL NEUROSIS YOUNG'S DILATORS 


Relax the anal sphincter at regular intervals 
where bowel dysfunction is caused by psy- 
chic disability and the result is usually a 
return to normal bowel function. This can 
best be accomplished Wet, use of 
YOUNG’S RECTAL DILATO 


F. E. YOUNG & CO., 420 E. 75TH ST., CHICAGO 19, ILL. 


Attach check, save COD charges. Specify Adult or Child set. 
Available at druggists and surgical dealers. 


YOUNGS 


“RECTAL 
DILATORS 


4 graduated sizes 
Adult or Child sets. 


A VALUABLE AND 
PROFITABLE ADJUNCT 


Patient Price 


Young's rectal 
ointment, tube ...... .60 


| 
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“Pathogenesis of Visceral 
Disease Following 
Vertebral Lesions” 


Dr. Louisa Burns’ New Book 


A synopsis of the major observations from 40 years of 
research. Description of scientific methods used and state- 
ment of conclusions. 


Cloth cover. 6x9, XIV + 347 pages with illustra- 
tions, some in color. Limited edition—Price $6.00 
postpaid. 


An Ideal Gift 


Please send remittance with order to 


American Osteopathic Association 
212 E. Ohio St., Chicago 11, Ill. 


SCIENTIFIC RESEARCH SHOWS 
YOU’LL DO BETTER IF YOU 
EAT BREAKFAST 


For a number of years nutrition au- 
thorities have advocated eating a good 
breakfast. Recently in an_ interesting 
research study conducted at the medic! 
school of a state university it has been 
shown that important and practical ben: 
fits result from the habit of eating a 
good breakfast. The demonstrable ben 
fits included increased maximum wor! 
output, better maintained mental alert 
ness, and lessened muscular fatiguc, 
during the critical prenoon hour. 


Under controlled conditions a grou 
of young women from 22 to 27 year 
of age were given an 800 calorie break 
fast daily over a period of sever: 
weeks. When accustomed to this break 
fast, they were checked for maximum 
work output; for mental alertness, a 
demonstrated by “reaction time,” th: 
time required to make decisions and ac 
on them; and finally for the magnitud: 
of neuromuscular tremor, the involun 
tary trembling a muscle shows afte: 
work performance, which scientists us: 
to measure muscular fatigue. Then th 
subjects successively were checked fo: 
the same criteria after several week: 
without any breakfast, after severa! 
weeks with only a cup of coffee wit! 
cream but no sugar, and finally afte: 
becoming accustomed to a 400 caloric 
breakfast every morning. 


The data gathered in this scientifix 
research study showed: 


The omission of breakfast caused a 
reduction in maximum work output 
during the prenoon hour, a decrease in 
mental alertness, and an increase in 
neuromuscular tremor. 


Similar undesirable changes occurred 
when only coffee with cream was sub- 
stituted for the 800 calorie breakfast. 


When the same subjects who had been 
accustomed to “coffee only” then became 


accustomed to a 400 calorie breakfast 
maximum work output during the pre- 


November 15, or April 15, preceding of examination in mental diseases, sur- 
examination. Part III of the examina- gery, obstetrics and gynecology, pediat- 
tion will be given in specific locations rics, public health, 
at the discretion of the Board for the and _ practice. 
convenience of the applicant. amination. 
Examinations in Part I consist of Address John E. Rogers, D.O., secre- 


anatomy, physiology, pathology, chem- tary, 16 Mount Vernon Street, Oshkosh, 
istry, and bacteriology. Part II consists | Wisconsin. 


Part III is an oral ex- 


osteopathic theory 


noon hour improved greatly, mental 
alertness was maintained better, and 
neuromuscular tremor was lessened. 
The admonition, “Eat a good break- 
fast” therefore rests on a firm scientific 
foundation. For greater work output, 
better maintained mental alertness, and 
less muscular fatigue during the morn- 
ing, eat a good, satisfying breakfast 
every morning. 


BORCHERDT 


MALT SOUP 
EXTRACT 


BORCHERDT MALT EXTRACT COMPANY, 


Borcherdt's s Mall Soup bed is a laxative 
modifier of milk. One or two teaspoonfuls in a 
single feeding produce a marked change in the 
stool. Council Accepted. Send for sample. 


217 N. Wolcott Ave., 


Chicago 12, 


% 
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UNILATERAL RENAL AGENESIS* 
Carrie C. Gillaspy 
Department of Anatomy, Des Moines Still 
Col.ege of Osteopathy and Surgery 

Unilateral renal agenesis is a rare 
condition. Gutierrez (’33) has calculated 
‘he incidence as 1 in 1600. In the au- 
thor’s specimen of a white male, age 
% years, the right kidney measured 
ipproximately 13.1 cm. in length, 6.2 
m. in breadth, 7.5 cm. in thickness, and 
veighed 275 gm. The superior two- 
thirds of the anomalous kidney lay 
vainst the posterior abdominal wall, the 
iferior one-third in the iliac fossa. The 
»osition of the kidney against the crest 

the ilium produced a groove on its 
posterior surface. 

The pelvis of the ureter was large, 
ind the average diameter of the ureter 
tself was 3.3 cm. throughout its en- 
tirety. Both the abdominal and pelvic 
ortions of the ureter followed.a sig- 
moid course. The urethral opening into 
he bladder was at the midline. This 
is a rare finding, a condition found once 

17,400 necropsies at Bellevue Hos- 
pital. 

The left kidney and ureter were ab- 
sent. The adrenal gland, however, was 
present and normally situated. A mass 
of tissue found in the usual renal site 
was proved, upon microscopic examina- 
tion, to be a conglomerate of lymphoid 
material. 

Anomalies of this specimen, other 
than the unilateral renal agenesis, are 
club foot, accessory spleen, spina bifida 
occulta and a quadriceps surae. 


“Abstract of paper presented before the 
American Association of Anatomists, Phila- 
delphia, April 13-15, 1949. Reprinted by per- 
mission from The Anatomical Record, March, 
1949, 
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Scabies, until recently regarded as a disease of poverty 
or uncleanliness, today is known to be found in all 
walks of life. This highly contagious parasitic in- 
festation not infrequently escapes detection, hence 
the possibility of its presence must always be kept 
foremost in mind when a red, punctate, inflamed 
pruritic eruption presents itself. 

In the eradication of scabies Kwell Ointment, con- 
taining 0.5% gamma benzene hexachloride in a van- 
ishing cream base, represents a significant advance in 
therapy. A single course of treatment consisting of one 
or two applications effects a cure in more than 90% 
of patients. Its action is prompt, positive, and is not 
burdened by secondary dermatitis or relapse. 

Kwell Ointment is available on prescription in 2 oz. 
and 1 Ib. jars at all pharmacies. 


CSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 E. 42nd ST., N. Y. 17, N.Y. 


OINTMENT 


i 0.5% GAMMA BENZENE HEXACHLORIDE IN A VANISHING CREAM BASE 
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For the der Patient 


In Cystitis — Prostatitis —Urethritis 
Urolithia aids voiding of residual urine—keeps urine 


bacteriostatic 


invading o i Soothes * 


irritated mucosa. Send for sample and literature. 
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Uninary Antiseptic 
COBBE PHARMACEUTICAL CO., 217 N. Wolcott Ave., Chicago 12, Ill. 
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a new achievement! 


“oil-in-water” 


vi-syneral injectable 


Aqueous parenteral solutions of liposoluble vitamins A, D and E are more rapidly 
and completely absorbed . . . and are relatively free from local reactions... charac- 
teristic of injectable oily solutions. 


Vi-Syneral Injectable . . . the first and only aqueous* parenteral preparation of oil- 


and water-soluble vitamins . ready to inject intramuscularly . .. no mixing... no 
diluent needed. 


Each Vi-Syneral Injectable 2 cc. ampul provides in aqueous solution: 


Vitamin A (natural) . |10,000 Units 
Vitamin D (calciferol) 1,000 Units 
Alpha-Tocopherol (E) . 2 mg. 
|Ascorbic Acid (C)... 50 mg. 
Thiamine HCI (B;) . . 10 mg. 
Riboflavin .... Img. 
Pyridoxine HCI (Bg). . 3 mg. 
20 mg. 


Boxes of 6, 25, 100 and 500 ampuls. 


Professional samples and literature upon request. 


u. S. vitamin corporation 
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DEPTH DANGER 


-MONOCAINE FORMATE 
or Spinal Anesthesia 


Jaquith, 


Tones, 
Street, 
Jones, 
to 


Court, 
Ore. 
Koester, 

Drive. 
Boston. 
Kohler, 


4 Richmond St., E., to 
12 Richmond St., 
Everett W., “KCOS "49; 108 East 
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King, Irving 

to 121 
Klein, Erle Lyle, from Eugene Auto & Trailer 
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Island, to Laughton Hospital, El Reno, Okla. 
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Investigators report :— 


INCREASED DEPTH AND DURATION 

“The duration of anesthesia with 
Monécaine exceeds that with similar 
doses of procaine.”? 

“From this study it is concluded that 
75 mg. of Monécaine Formate is as ef- 
fective as 100 mg. of procaine hydro- 

chloride for low spinal anesthesia in 
the types of surgical procedures 

studied.””? 

“Relatively smaller doses of 
Monécaine are effective, the on- 
set of anesthesia is more rapid 
and the duration comparatively 
longer than with procaine.”* 


LOWER INCIDENCE OF COMPLICATIONS 

‘‘Operative and post-operative 
complications following Mondécaine 
spinal anesthesia are no more severe 
and of lower incidence than those 
following procaine.”? 
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Ernest R., from 311 Cathedral 
Paul St., Baltimore 2, Md. 
Thomas M., from 86 Congress 
Portsmouth, N. H. 
DMS °49; Yale, lowa 


Auburn, Maine 
from 506-07 Frisco Bldg., 
Joplin, Mo 

College St., 
Westerville, Ohio 
‘from Kansas C 


R. L., from 113 Main St. to 117 
Newcomerstown, Ohio 


Royal Oak, Mich 
from Glendale, Calif., to 


is the — | 
consideration 
| 
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What Sphygs have the 
time-saving hook-cuff? 


ONLY TYCOS!? 


Yes, only Tycos sphygs have the 
time-saving hook cuff. It rolls up 
neatly inside the case of either in- 
strument, ready for instant use. 
Circle the arm once and it’s on. 16 
adjustments fit it to any adult arm, 
fat or lean. No winding. No bal- 
looning to throw readings off. 


TYCOS MERCURIAL in die-cast alu- 
minum case has recessed glass tube 
for extra protection. Complete in- 
strument (except inflation system) 
guaranteed 10 years against break- 
age to extent we’ll replace broken 
parts without charge. $36.50. 


TYCOS ANEROID — Always 
accurate in any position. You 
know it’s accurate as long as 
pointer returns within zero. 
Ten year triple guarantee 
means we’ll adjust the man- 
ometer free—even if you drop 
it. Complete in pocket-size 
zipper carrying case, $36.50. 


See these accurate, depend- 
able Tycos Sphygs today at 
your surgical supply dealers. 
Taylor Instrument Com- 
panies, Rochester, N. Y., 
and Toronto, Canada. 
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seer, Arthur E., from 3127 George St., to 
766 S. Kingsley Drive, Los Angeles, Calif. 

Miller, James Wayne, from Pompano, og to 
155 Atlantic Blvd., Pompano Beach, 

Moore, J. M., Jr., from Hotel Everett, ay "201 

igh St.. Trenton, Tenn. 

Morrison, John H., from 15825 Cloverlawn 
ree to 14202 Fenkell Ave., Detroit 27, 
Mic 

Murray, William Frank, from 8 E. Railroad 
t., to 33 Main St., Sandwich, Ill. 


Needham, Paul I., from Kansas City, Mo., to 
127 Main St., Meaderville, Butte, Mont. 
Norton, Charles R., from Columbus, Ohio, to 

Grand Isle, Vt. 


Patterson, Robert M., from Huntington Park, 
Calif., to 25738 S. Western Ave., Lomita, 


Calif. 

Pendergast, Philip G., from 3710 N. W. 13th 
Ave., to 3109 N. W. 17th St., Miami, Fla 

Powell, Thomas B., from 511 Broadway, to 
816-18 Broadway, Larned, Kans. 

Pyle, C. Myron, from 3 E. 39th St., to 
225 Werby Bldg., 3915 Main St., Kansas 
City, Mo. 


Reinfried. William R., from Middleton, Wis., 
to 26 E. Gorham St., Madison 3, Wis. 

Riley, Nannie B., from Rome, Ga., to c/o 
al M. Simpson, Wayne Drive, Nashville, 


W., from Bundy Bldg., to Record 
Roodhouse, Ill. 
Rogallo, Harold M., from North Hollywood, 
alif., to 611 S. Normandie Ave., Los 
Angeles, Calif. 

Rozofsky, Marvin L., from Arvin, Calif., to 
406 Professional Bldg., Bakersfield, Calif. 
Ruzicka, Ernest F., from 304 York Road, to 

308 York Road, Jenkintown, Pa. 


Sanford, W. R., from 4410 30th St., to 4002 
Park Blvd., San Diego 3, Calif. 

Sauter, John George, from 
o 2122A 49th St., Merchantville, N. J. 

Schaefer, Waldemar D., from Edinburg, 
Texas, to 3423 S. Flores St., San Antonio, 


Texas 

Schiefer, Robert K., from 3816 Sixth Ave., to 
4002 Park Blvd., San Diego 3, Calif. 

Scott, Glenn R., from 805 Jefferson St., to 
709 W. Tenth Ave., Amarillo, Texas 

Sedar, Robert S., from 1607 E. Eighth St., te 
lith & Harrison Sts., Kansas City, Mo. 

Shaftoe, L. C., from Bank Bldg., to 140 State 
St., St. Ignace, Mich. 

Shapiro, Robert, from Philadelphia, Pa.. to 
aad Side Hospital, 1153 Oak St., Toledo, 
oO 

Sharp, Charles E., from Macon, Mo., to Ball 
Clinic, Excelsior Springs, Mo. 

Siegel, Saul, from 1522 W. Ninth St., to 
413 Flynn Bidg., Des Moines, Iowa 

Silver, Allan Jay, from Burbank, Calif., to 
Reseda Emergency Hospital, 6853 Reseda 
Blvd., Reseda, Calif. 

Simmons, Lloyd W., from Rifle, Colo., to 
Eagle, 

Simon, A. from 345 W. Third St., to 423 
Troy St., “Dayton 4, Ohio 

Slovak, John P., from Reading, Pa., to Hud- 
sondale, Weatherly, Pa. 

Smith, Francis J., from 301 N. Easton Road, 
to 22 N. Easton Road, Glenside, Pa. 

Snyder, John R., from 405 Grand Ave., to 
2108 E. Third =. Dayton 3, Ohio 

Spates, Edwin M., from Los Angeles. Calif., 
to 10259 Helendale Ave., Tujunga, Calif. 

Spivey, Henry A., 2138 19th St., to 
2503 Rubv St., Lubbock, Texas 

Stanley, Robert R., from Haskell. Okla., to 
1605 W. Broadway, Muskogee, Okla. 

Steele, Virginia L., from 91 N. Church St., 
to 200 N. Laurel St.. Hazleton, Pa. 

Stein, Benjamin, 65-37 99th St.. . to 65-09 99th 
St., Forest Hills, L. L, 

Stram, Harold M., from’ Glendale, Calif., to 
3325 N. Broadway, Los Angeles, Calif. 


Terhune, Donald S., from Teaneck, N. J., to 
53 High St., Newton, N. J. 

Thomas, Frank S., from Traverse City Osteo- 
pathic Hospital, to 122 N. Elmwood St., 
Traverse City. Mich. 

Tucker. Harry E., from Los Angeles. Calif., 
to 706 Riverside ge Chino, Calif. 


Urquhart. Roderick from Main St., 
to 255 Main St., W RI 


Van Dien, Howard I., from 78 Main St., to 
26 A'exander Ave., Madison, N. J. 

Vick. M. M., from Rialto Theatre Bldg., to 
205 W. Fourth St., Loveland, Co'o 

Vilim. Clement L., from 611 S. Westmore- 
land Ave. to 1927-29 Talmadge St., Los 
Angeles Calif. 

Vowel!l, Owen, from Box 617, to Box 302, 
Raymondvi le, Texas 


Walker. Leslie B.. from 1511 E. Michigan 
to 1410 E. Michigan Ave., Jackson, 


Mich. 

Waters. Lulu Irene, from 1707 Columbia Road, 
4509 45th St., N. W., Washing- 
ton, A 
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Webb, Henry D., from Columbus, Ga., to 
567 Courtland St., N. E., Atlanta 3, Ga. 
Welkowitz. Mortimer L., from 314 E. Fourth 
St., to 746 E. Fifth St., New York, N. Y. 
Wheat, Cora E. Fairfield, from 3908 Baltimore 
Ave., to 3914 Baltimore Ave., Kansas City, 
Mo. (Change of name from Cora E. Fair- 

field) 

Wickens, Arthur L., Kirksville, Mo., to 720-22 
Sixth Ave., Des Moines 9, Iowa 

Wiley, Kenneth, from Los Angeles, Calif., to 
2319 W. Compton Blvd., Gardena, Calif. 

Woodruff, Robert A., from 134 W. Fifth St., 
to Woodruff Clinic, 326 Walnut Blvd., 
Rochester, Mich. 

Yasso. Joseph M., from 1021 Linwood Blvd., 
to Osteopathic Hospital of Kansas City, 926 
E. lith St., Kansas City, Mo. 


Books Received 


CLINICAL CYSTOSCOPY. By Lowrain E. 
McCrea, M.D., F.A.C.S., F.LC.S., Clinical 
Professor of Urology, Temple University Medi- 
cal School; Attending Urologist,” Philadelphia 
General Hospital; Civilian Consultant in Urol- 
ogy, Valley Forge General Hospital. Volume 
I and II, Ed. 2. Cloth. Pp. over 1200. Il- 
lustrations. Price $28.00. F. A. Davis Com- 
pany, 1914-16 Cherry St., Philadelphia 3, 1949. 


PSYCHOSOMATIC MEDICINE. By Ed- 
ward Weiss, M.D., Professor of Clinical Medi- 
cine, Temple University Medical School, Phila- 
delphia, and O. Spurgeon English. M.D., 
Professor of Psychiatry, Tempie University 
Medical School, Philadelphia. Ed. 2. Cloth. 
Pp. 803. Price $9.50. W. B. Saunders Com- 
pany, West Washington Square, Philadelphia 
5, 1949, 


PSYCHIATRY IN A TROUBLED WORLD. 

ty William C. Menninger, M.D., General 
Secretary, The Menninger Foundation, To- 
peka, Kansas; Chief Consultant in Neuro- 
psychiatry to the Surgeon General of the 
Army, 1943-1946. Cloth. Pp. 636. Price $6.00. 
The Macmillan Company, 60 Fifth Avenue, 
New York, 1948. 

GERIATRIC MEDICINE. Edited by Ed- 
ward J. Stieglitz, M.S., M.D., F.A.C.P., At- 
tending Internist, Suburban Hospital, Bethesda, 
Maryland, (Chairman Staff, 1945-47); Doctor's 
Hospital, Washington, D. C.; Attending Intern- 
ist (Geriatrics), Chestnut Lodge, Rockville, 
Maryland; Consu!ting Internist, Washington 
Home for Incurables; Associate, Washington 
School of Psychiatry; Special Lecturer, Insti- 
tute of Industrial Medicine, New York Uni- 
versity, Bellevue Postgraduate Medical School, 
New York City; Formerly Associate Clinical 
Professor of Medicine, Rush Medical College, 
the University of Chicago; Washington, D. C. 
Ed. 2. Cloth. Pp. 773, with illustrations. 
Price $12.00. W. B. Saunders Company, West 
Washington Square, Philadelphia 5, 1949. 


TEXTBOOK OF HISTOLOGY. By Jose 
F. Nonidez, D.Sc., Late Professor of Anatomy, 
Cornell University and Professor of Micro- 
scopic Anatomy, University of Georgia, and 
Witliam F. Windle, Ph.D., Sc.D., Professor 
of Anatomy, University of Pennsylvania. 
Cloth. Pp. 456, with illustrations. Price $6.75. 
McGraw-Hill Book Company, Inc., 330 W. 
42nd St., New York 18, 1949. 


ORAL AND DENTAL DIAGNOSIS. By 
Kurt H. Thoma, D.M.D., F.D.S.R.C.S. Eng., 
Professor of Oral Surgery, Emeritus, and 
Brackett Professor of Oral Pathology, Harvard 
University; Lecturer on Oral Surgery, The 
Graduate School of Medicine, University of 
Pennsylvania. Ed. 3. Cloth. Pp. 563, with 
illustrations. Price $9.50. W. B. Saunders 
Company, West Washington Square, Philadel- 


Castle dealer, or write: Wilmot 


phia 5, 1949. 


ARTHRITIS AND ALLIED CONDI- 
TIONS. By the Late Bernard I. Comroe, 
M.D. Completely Revised and Rewritten by 
17 Leading Rheumatologists under the Edi- 
torial Direction of Joseph L. Hollander, A.B., 
M.D., F.A.C.P., University of Pennsylvania, 
Philadelphia. Ed. 4. Cloth. Pp. 1108, with 
illustrations. Price $16.00. Lea & Febiger, 


Washington Square, Philadelphia 6, 1949. 


Hospital Lighting for 


Office and Clinic... 


AT MODERATE COST 


CASTLE No. 46 
“ALL-PURPOSE” LIGHT 


The No. 46 is designed for 
examining and operating. . . 
in offices, clinics and sur- 
geries. Lamphead extends to 
75” (above head level), 
lowers to 48” for compact 
storage. Internally counter- 
balanced for simple, quick, 
vertical adjustment without 
manual locks or clamps. 


Provides soft, cool, color- 
corrected light . . . glareless 
and shadow-reducing . . . 
sufficient to illuminate the 
deepest cavity adequately. 


CASTLE "G-V" FOR GENERAL 
LIGHT. The Castle “G-V” (Gen- 
eral Vision) Light bathes the 
entire room in a soft, glareless 
radiance that dispels eye-strain- 
ing shadows and lighting con- 
trasts . . . yet concentrates 
sufficient intensity of light at 
the table for all surface exam- 
ination, treatment or repair 
work. 


CASTLE NO. | SPOTLIGHT 
provides cool, color-corrected, 
glareless, shadow-free light to 
adequately illuminate the deep- 
est cavity. Mobile, easily .ad- 
justed, and inexpensive: 


FOR FULL DETAILS, see your 
Castle Co., 1169 University Ave., 


Rochester 7, New York. ° 
LIGHTS AND 
STERILIZERS 
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CALIFORNIA 


Books Received 


Munish Feinberg, D.O. 
CARDIOLOGY 


Los Angeles, 


California 


ADVERTISERS Journal A.O.A. 
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CALIFORNIA 


PATHOLOGY AND SURGERY OF 
THYROID DISEASE. By Joseph L. 
DeCourcy, M.D., Senior Surgeon, Good Sa- 


maritan Hospital, Director, DeCourcy Clinic, 
Cincinnati, Ohio, and Cornelius B. DeCourcy, 
M.D., Member, DeCourcy Clinic Surgical 
Staff, Cincinnati, Ohio. Cloth. Pp. 476, with 
illustrations. Price $10.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, 1949. 


POLIOMYELITIS: Papers & Discussions 


Presented at the First International Polio- 


THOMAS J. MEYERS 
Ph.D., D.O., F.A.C.N. 
AND 


Anthony DiNolfo, D.O. 
Psychiatry 


234 East Colorado Street 
Pasadena 1, Calif. 


myelitis Conference. Compiled and Edited for 


Cecil D. Underwood, D.O. 
Practice limited to 
DERMATOLOGY 


and 


SYPHILOLOGY 


416 West 8th Street 
Los Angeles, California 


the International Poliomyelitis Congress. Cloth. 


COLORADO 


Pp. 360, with illustrations. Price $5.00. J. B. 
Lippincott Company, East Washington Square, 
Philadelphia, 1949. 


Solves Your 


1550 Lincoln 


Philip A. Witt, D.O. 


Urology and Surgery 


LEE R. BORG 


D.O. F.A.O.C.Pr. 
Certified by the A.O.B.P. 


Proctology 


1130 West Santa Barbara Avenue 
Los Angeles, California 
AXminster 7149 


DISTRICT OF COLUMBIA 


The Daily Log is helping thousands 
of busy doctors keep their finances in 
good order. 


The Log was designed by a busy prac- 
ticing physician. It has been proved 
by over 22 years of service and is 
fully recommended by practicing phy- 
sicians. Saves much valuable time 
—keeps your records accurate and 
complete—avoids billing “mixups”— 
increases your income—provides ade- 
quate income tax records. 


Chester D. Swope, D.O. 


Osteopathic Physician 


The Farragut Apts. 
Washington, D .C. 


Edward B. Jones, D.O. 
Forest J. Grunigen, D.O. 


details. 
and For more information, WRITE 
Robert F. McBratney, D.O. COLWELL PUBLISHING CO. 


609 So. Grand Ave. 
Los Angeles, Calif. 


Practice limited to 


Urology 


SPECIAL INTRODUCTORY OFFEK 
—use the Daily Log for the remain- 


INDIANA 


der of °49 at a reduced rate. Guaran- 
teed satisfaction. Write for prices, 


265 University Ave., 
Champaign, Iilinois 


DAILY LOG: 


~ERGOAPIOL (Smith) with SAVIN 


MARTIN H. SMITH COMPANY + 150 LAFAYETTE ST., NEW YORK 13 


F. E. Magee, D.O. 
F.A.O.C.Pr. 
Proctologist 

313 Odd Fellows Bldg. 

Indianapolis 4, Ind. 


CHRONIC IRREGULARITY 


aberrations of the menses suggest that normal 
unction has overstepped the bounds of physiologic 
limits—the physician is often confronted with a con- 
dition which proves highly distressing to the patient. 
For such cases (as in amenorrhea, dysmenorrhea, menor- 
rhagia and metrorrhagia), many physicians rely on 
Ergoapiol (Smith) with Savin as the product of choice. By 
its unique inclusion of all the alkaloids of ergot (prepared 
boy hydroalcoholic extraction), and the presence of apiol 
and oil of savin—Ergoapiol (Smith) with Savin provides 
a balanced and sustained tonic action on the uterus, 
affording welcome relief in many functional catamenial! dis- 
turbances. It produces a desirable hyperemia of the pelvic 
organs, stimulates smooth, rhythmic uterine contractions, 
and also serves as an efficient hemostatic and oxytocic 
agent. General dosage: 1 to 2 capsules 3 to 4 times daily. 
Write for your copy of the new 20-page brochure: "Menstrual 
Disorders—T beir Significance and Symptomatic Treatment’ 
Supplied only in ethical packages of 20 capsules. 


A brief non-technical discus- 
sion of the philosophy of oste- 
opathy, by Percy H. Woodall, 
D.O. 32 pages, well illustrated. 
$6.00 per 100 (6 cents each). 


OSTEOPATHY 


The Modern School of 
Medicine 


= 
. 
‘ 
~ 
@ onvER FROM 
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MISSOURI 


HAROLD COE, D.O. 
F.A.O.C Pr., 
Proctologist 


501 Pine St. 
St. Louis 1, Mo. 


ANTHONY E.SCARDINO,D.O. 
Practice Limited to 


Dermatology & 
Syphilology 


929 Bryant Building 
Kansas City, Mo. 


NEW MEXICO 


J. Paul Reynolds, D.O. 


Roswell Osteopathic Clinic 
and Hospital 


401 N. Lea 
Roswell, N. Mex. 


NEW YORK 


Thomas R. Thorburn, D.O. 


HOTEL BUCKINGHAM 
161 W. 57th Street 
New York City 


——— ARTERIAL Sclerosis 


HOPEFUL horizons lead to Nutrition Therapy utilizing. 


CHOLINE ° METHIONINE ° INOSITOL 

Accented factors of the "B" Complex group (Natural). 
this subject on how “BIO" Foods (not vitamins necessarily) and botanical may comple- 

ment your various treatments. 


* Ask for our Biograms Review or send your order 
direct to our New Jersey Plant. You will be serv- 


iced by our nearest distributing point. 
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Books Received 


HOW TO BECOME A DOCTOR. By 


«George R. Moon, A.B., M.A., Examiner and 


Recorder, University of Illinois, College of 
Medicine, Dentistry and Pharmacy. Cloth. 
Pp. 132, with illustrations. Price $2.00. The 
Blakiston Company, 1012 Walnut St., Phila- 
delphia, 1949. 


LIVING ANATOMY. By R. D. Lockhart, 
M.D., Ch. M., Regius Professor of Anatomy, 
University of Aberdeen, Formerly Professor 
of Anatomy, University of Birmingham; Ex- 
aminer in Anatomy to the Universities of 
Aberdeen, Birmingham, Glasgow, Manchester, 
St. Andrews and Sheffield, the Conjoint Board 
of the Royal Colleges of Physicians and Sur- 
geons and the Chartered Society of Physio- 
therapy. Cloth. Pp. 71, with illustrations. 
Price $4.00. Oxford University Press, 114 
Fifth Avenue, New York 11, 1948. 


HANDBOOK OF MATERIA MEDICA, 
TOXICOLOGY, AND PHARMACOLOGY. 
By Forrest Ramon Davison, B.A., M.Sc., 
Ph.D., M.B., Consultant and Toxicologist, 
Minneapolis, Minnesota. Formerly Assistant 
Professor of Pharmacology in the School of 
Medicine, University of Arkansas, Little 
Rock; Medical Department, The Upjohn Co., 
Kalamazoo, Mich.; Assistant Professor of 
Pharmacology, University of Tennessee Medi- 
cal School, Toxicologist to University Clinics, 
Memphis, Tennessee. Ed. 4. Cloth. Pp. 730, 
with illustrations. Price $8.50. The C. V. 
Mosby Company, 3525 Pine Blvd., St. Louis 
3, 1949, 


SOME COMMON PSYCHOSOMATIC 
MANIFESTATIONS. By J. Barrie Murray, 
M.A., M.D., (Cantab.), M.R.C.P., Diagnostic 
Physician, Tavistock Clinic; Honorary Physi- 
cian, Bolingbroke Hospital; Honorary Physi- 
cian, The Margaret Street Hospital for Dis- 
eases of the Chest, London. Paper. Pp. 102. 
Price $2.50. Oxford University Press, 114 
Fifth Avenue, New York 11, 1949. 


Bernard Abel, D.O. 


Maxwell N. Greenhouse, 
D.O 


General Surgery 
Pathological Obstetrics 


336 West Woodruff Avenue 
Toledo 2, Ohio 


PENNSYLVANIA 


DAVID SHUMAN, D.O. 
Hypermobile Joints 


1818 Pine St. 
Philadelphia, Pa. 


RHODE ISLAND 


F. C. TRUE, D.O. 
SURGEON 


1141 Narragansett Blvd. 
CRANSTON §, R. I. 
CHIEF SURGEON 
Osteopathic General Hospital of R.1. 


OBESITY. By Edward H. Rynearson, 
M.D,. F.A.C.P., Division of Medicine, Mayo 
Clinic, Associate Professor of Medicine, Mayo 
Foundation, and Clifford F. Gastineau, M.D., 
Fellow in Medicine, Mayo Foundation, Roch- 
ester, Minnesota. Cloth. Pp. 144. Price 
$3.50. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, 1949. 


NUTRITION AND DIET IN HEALTH 
AND DISEASE. By James S. McLester, 
M.D., Professor of Medicine, University of 
Alabama, Birmingham. Ed. 5. Cloth. Pp. 
800. Price $9.00. W. B. Saunders Company, 


Terrell E. Cobb, D.O. 


PROCTOLOGY 


171 Westminster St., 
Providence 3, R. I. 


West Washington Square, Philadelphia, 1949. 


Note new address below 


SCHIFF BIO-FOOD PRODUCTS 


80 Montgomery St. (Dept. AO) 
Jersey City 2, N. J. 


Write for free clinical information on 
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at the G-! level | 


With so many arthritics exhibiting 
evidences of constipation and 
hypofunction of the gallbladder, 
liver and kidneys —it is today 
generally conceded that “proper 
handling of the gastro-intestinal tract 
. +. may in some cases be the most 
important factor in successful 
management.”* The Occy-Crystine 
formula is frequently used with 
benefit —to provide effective, 
non-irritant cathartic and cholagogic 
action; it is also sulfur-bearing. 
Composition: Occy-Crystine is a 
hypertonic solution of pH 8.4, made up 

of the following active ingredients— 
sodium thiosulfate and magnesium sulfate, 
to which the sulfates of potassium 


and calcium are added in small amounts, 
contributing to the maintenance of solubility. 


*Nuzum, F. R.: In Diseases of the Digestive System, 
ed. by S. A. Portis, Lea & Febiger, 1944. 


OCCY-CRYSTINE LABORATORY 
Salisbury, Connecticut 


occy- 
crystine 


the sulfur-bearing saline eliminant 


LARSON’S ADHESIVE BALM 
REDUCES SKIN IRRITATION 
TO TAPING 


Larson’s Adhesive Balm protects 
the skin with a film that acts as 
an effective adhesive; retards bac- 
terial and fungus infection be- 
neath tape and eliminates the dis- 
comfort usually associated with 
the removal of adhesive plaster. 
Vitamin A increases skin resistance 

. . repeated taping with a mini- 


Ma. | mum of irritation. Buy from your 


Laboratories for FREE sample. 


LARSON LABORATORIES 


ERIE, PENNSYLVANIA 


OSTEOPATHIC HEALTH 


No. 3 “Low Back Pain” 

No. 12 “Osteopathy—Its Scope of Prac- 
tice” 

No. 25 “Just a Cold” 

No. 29 “Spinal Curvature from Unequal 
Leg Length” 

Four Popular Issues—Reprinted by 
request. Orders filled promptly. 
Size—61% x 33/5”, 8 pages, 
fits ordinary business envelope. 


Price—Without envelopes $2.75 


a hundred. 


AMERICAN OSTEOPATHIC 
ASSOCIATION 


212 E. Ohio St. Chicago 11, Ill. 


Supply House, or write to Larson 


y 
- 
CA 
j 
. 
on m 
| 
Idhoc | 
| 
| 
| 
} & 
4 
| | 
| -_ 
| 
| 4 
j 


Iuly, 1949 


For Write: TECA CORPORATION, 220 W. 42 st, N New York 18, 
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. for the removal 
of skin growths, 
tonsil tags, cysts, 
small tumors, su- 
perfluous hair, and 
for other technics 
by electrodesic- 
cation, fulguration, 
bi-active coagula- 
tion. 
Now,completely re- 
designed the new 
HYFRECATOR 
provides more 
power and smooth- 
er control . . . af- 
fording better cos- 
metic results and 
greater patient sat- 
isfaction. Doctors 
who have used this 
new unit say it pro- 
vides for numerous 
new technics and is 
easier, quicker to 
use. 


Send for descrip- 
tive brochure, 
“Symposium on 
Electrodesiccation 
and Bi-Active 
Coagulation” 
which explains the 
HYFRECATOR 
and how it works. 


me RTCH ER corporation 


To: The BIRTCHER Corp., Dept. 9-7-49 
5087 Huntington Dr., Los Angeles 32, Calif. 


Please send me free booklet, “Symposium on 
Electrodesiccation & Bi-Active Coagulation.” 


| Name 
| Street 


| City. 


month 


Illinois, 


FOR SALE: Practice and equipment in 


suburban area of Portland, Oregon. 
LASSIFIED Modern, well equipped office with ap- 
proved osteopathic hospital close by. Rent 


reasonable. eee to specialize. BOX 
793, THE JOURNA 


POSITION AVAILABLE: resident 
hysician in Southern California Com- 


RATES PER INSERTION: $2.00 for 20 munity Hospital. Applicant must have 
words or less. Additional words 10 cents AO. vd accredited internship. For wn de- 
each. 25c for box number. 


TERMS: Cash with order, please. a9 ee 
COPY: Must be received by 1st of pre- FOR SALE: Office and home combination 


tails write Box 795, THE JOURNA 


—Eastern Pennsylvania growing com- 
munity—practice established 25 years. Of- 


DDRESS all ‘box numbers c/o THE 
MJOURNAL. 212 Ohio St Chicago Box 796, THE JOURNAL. 


COLLECT those stubborn accounts with 


hospital, clinic or 


the RED SEAL system. Pay no com- 


PATHOLOGIST desires association with missions. Sample RED SEAL form 15c 
laboratory. Five in coin or_ $2.75 for book of 30 postpaid. 
—_ experience. Box 794, THE JOUR- Red Seal Collection Service, Box 6, Janes- 


ville, Wisconsin. 


Extra TIES: 
50 yards for $1.00 
* 

Write for price lists 
on TECKLA’s 
high grade 
DOCTORS' 
Office COATS 
and 

NURSES 
made-to-measure 
UNIFORMS 


TECKLA pays postage 
on all CASH orders 


3 


TECKLA GARMENT CO., 26 Southbridge St., Worcester |, Mass. 


Gentlemen: Please send us the following quantities of TECKLA 
PATIENTS’ OFFICE GOWNS: 


No. 2G: Size | 

No. 3G: Size | 

(Backs open; 12 inches H : or full length 
EXTRA TIES: ........ yards Send C.O.D....... or Postpaid 


NAME 
Address. 
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RESULTS COUNT 


. that’s why Q. V. Vitamins and Nutri- 
tional Specialties have built up such an 
enviable reputation for DEPENDABIL- 
ITY. Available to your patients ONLY 


from you. 


R 


% If you are not using Q.V. products, it will 
pay you to investigate them. Write for 
complete information and price list—also 
sample copy of QUICK VIEWS if you 


are not receiving it. 


EMINGTON BUILDING KALAMAZOO 11, MICHIGAN 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


To be sure, see 
that this seal is on 
the label. 
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WHOLESALE 


Includingy 


VITAMINS—MINERALS 
AMINO ACIDS 
NUTRITIONAL 
SPECIALTIES 


Liver-lron—Antacids—MASSIVE 
DOSAGE TOCOPHEROLS 


RAW DESICCATED DUODENUM 
for Peptic Ulcer Management 


And Many Other Items 


for - Data 


@ It will do the soft tissue work 


FOR LITERATURE, on one patient while you are 
PRICE AND TERMS doing Specific correction on 
WRITE another. 
@ You can treat twice as many 
patients. 


at? @ Results will be as good or better. 
"COMPANY P.O. Box 826 Asheville, N.C. 


A Valuable Special Dietary 


Source of Protein 


Many physicians have found that, for patients requir- 
ing supplementary protein, Knox unflavored Gelatinc 
in water, fruit juice or milk provides a useful, easily 
digestible source. 

Knox Gelatine contains nine of the ten “‘essential”’ 
amino acids. It has been shown to supplement many 
varieties of food material. It is an ideal protein supple- 
ment concentrate with very low sodium content. 

Do not confuse Knox Gelatine with ready-flavored 
gelatine dessert powders which contain about ¥% sugar 
and only about ¥ gelatine. Knox is all protein, no sugar. 

Literature, including suggestions for preparing the 
Knox Gelatine protein drink, is available on request. 
Address Knox Gelatine, Dept. N-7, Johnstown, N. Y. 


Gelatine 
U.S: P. 


ALL PROTEIN 
NO SUGAR 
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The OV Cyporaton- 
How Much th? 
| YOUR time 
| with the SPIN 
do your soft tissue to 
have a lot more 
employ profitably. 
| 
KNOX 
| 
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‘“‘BOWEL TROUBLE”’ 


Relief and Prevention 
is Your Responsibility 


® 


SUPPLEMENT 


Assures 
Regularity 
of Dietary 
Essentials 


Contains no 
drug laxatives 


Supplies the factors 
most often neglected: 
Vitamins, 
Minerals, 
Adequate Dietary Bulk 


Help Your Patients 
to Better Health 
by Restoring 
Regular Function 


ESSCOLLOID SUPPLEMENT 
helps correct: 

bowel irritation, 

stubborn constipation. 


restores depleted tissues, 
preconditions the patient 
to benefit and respond 
to special therapy. 


1620 Harmon Place 
Minneapolis 3, Minn. 


SUPPLEMENT 
— 
Send for Introductory Offer 
THE ESSCOLLOID CO., INC. 
| 
| | 


Journal A.O.A. 
July, 1949 


Informed Patients 
Are 
Better Patients 


OME of the ideas people have about ” 
their health are as ancient and out- %e* 
moded as the cliff dwellings once used : 
by the Indians. Some of your patients 
may still be clinging to useless remedies, 


= 
and to superstitions and false ideas oe 


about disease, because they have never 
The August issue of OsTEOPATHIC 


q learned the true facts. This lack of 
knowledge makes yor job of preserv- MacazineE is designed to bring your 
ing health doubly difficult. patients many of the vital facts they 
need to know. Nine Colorado osteopathic 
physicians cover a variety of subjects 
from tuberculosis to infantile paralysis. 
Their stories make not only informative 
but also good reading from Maine to 
California. Some of these stories are: 
Conservation Is A D.O.’s Business ; The 
Reasonable Approach to Infantile Paral- 


ysis; and Man—Machine of Form and 
Power. 


Such timeworn ideas are handed 
down from generation to generation. 
And they can be erased only by facts 
from authoritative sources. Keep your 
patients well-informed about their 
health and what osteopathy can do to 
maintain it. The result will be intelli- 
gent co-operation on the part of the 
patient. 


® Make new friends for your profession ® Avoid disappointments—order copies 


now 


Order your copies today. 


AMERICAN OSTEOPATHIC ASSOCIATION 
212 E. Ohio St., Chieage 11, Tl. 
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The more than two billion 
‘TAMPAX tampons purchased 

in the past twelve years 

(plus extensive clinical tests*) 
bespeak the inherent safety 

of these dainty intravaginal 
cotton guards. 

They do not cause vaginitis or 
erosion, and cannot block the flow. 
The three absorbencies 
(Regular, Super, Junior) 
individualize menstrual hygiene 
—and are amazingly 
comfortable and convenient, 
and thoroughly adequate. 
*West. J. Surg., Obstet. & Gynec., 
$1:150, 1943; J:A.M.A. 128:490, 
1945; Am. J. Obst. & Gynec., 

48:510, 1944, etc. 


TAMPAX INCORPORATED 
PALMER, MASS. 
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the informal menstrual guard, of choice TAMPAX he 
fessional samples 


‘ 

4 


ort 


simple equation represents de- 
pendability in modern contraception based on the 
exiensive experience of the world's largest manu- 
facturers of contraceptive products. The occlusive 
diaphragm, used in conjunction with. sp wmicidal 
jelly or cream, is “the contraceptive mahod of 
choice."! 


¢ 


is an expertly constructed, highly durable diaphragm 
especially designed to withstand the wear of continued use. 


: tho: a rapidly and effectively spermicidal jelly, is well tolerated by 
: the vaginal tissues and is esthetically acceptable to all patients. 


‘ } is a contraceptive cream with the spermicidal qualities of 
” Ortho-Gynol, instead of which it may be used when a less lubricating effect 


is desired. 


Bibliography: (1) Hyman, H. T.: An Integrated Practice of Medicine, Philadelphia, W. B. 


J Saunders Company, 1947, vol. 3, p. 2503. 
‘ Ortho-Gynol Vaginal Jelly —Ricinoleic acid 0.75%, boric acid 3.0% and oxyquinoline sul- 
phate 0.025%. 


Crtho-Creme — Ricinoleic acid 0.75%, boric acid 2.0%, Sodium laury! sulphate 0.28%. 


= dable contracepti 
ortho diaphragm ortho-gynol ls ndabie contraception 
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